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ABSTRACT
Casey, Kathryn C. Psychometric Evaluation of the Casey-Fink Graduate Nurse
Experience Survey. Published Doctor of Philosophy dissertation, University of
Northern Colorado, 2019.
Graduate nurses experience stress transitioning from the role of nursing student to
practicing professional nurse. Understanding the graduate nurse’s role transition
experience is important because excessive and unrelieved stress might influence job
satisfaction and contribute to high turnover. Measuring and improving the role transition
experience for graduate nurses has become important for healthcare organizations due to
concerns regarding retention. A valid and reliable instrument was needed to assess the
graduate nurse’s role transition experience. The Casey-Fink Graduate Nurse Experience
Survey (Casey, Fink, Krugman, & Propst, 2004) is the most commonly used instrument
to measure the stressors, fears, and challenges experienced by graduate nurses during
their first year of professional practice.
A secondary data analysis study was conducted to evaluate the psychometric
properties of the Casey-Fink Graduate Nurse Experience Survey (Casey et al., 2004).
The study sample comprised 71,919 newly graduated nurses who completed the CaseyFink Graduate Nurse Experience Survey six-months post-entry into the Vizient/American
Association of Colleges of Nursing (Vizient/AACN, 2018) one-year nurse residency
program. Exploratory factor analysis using principle axis factoring with Promax©
rotation was used to determine the underlying factor structure of the set of variables. A
five-factor solution yielded a clear pattern of item loadings. This solution accounted for
iii

49.5% of the total variance between items. The five factors were labeled Job
Satisfaction, Support, Role Confidence, Organize/Prioritize Care, and Professional
Socialization. Confirmatory factor analysis confirmed the five-factor model and crossvalidation indicated no revisions were needed to the model. Estimates of internal
consistency reliability for the five factors ranged from .73 to .94. This study provided
new information to the body of nursing literature on the psychometric testing of the
Casey-Fink Graduate Nurse Experience Survey.
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CHAPTER I
INTRODUCTION TO THE STUDY
Today’s healthcare environment is increasingly complex, requiring graduate
nurses to acquire new knowledge, abilities, and skills to practice safely and competently.
It is very difficult for colleges and schools of nursing to prepare nursing students with the
capacity needed to practice in acute care settings immediately after graduation (Goode,
Lynn, McElroy, Bednash, & Murray, 2013). Healthcare organizations across the globe
are facing significant nurse turnover and are looking for strategies to retain a pipeline of
graduate nurses who are eager to join the professional nursing workforce. Kovner and
Djukic (2009) reported 26% of graduate nurses leave their first job within two years of
starting. In 2014, Kovner, Brewer, Fatehi, and Jun reported 17.5% of newly licensed
nurses left their first job within the first year of practice. In an attempt to retain these
nurses, healthcare institutions are following the Institute of Medicine (2011) report, The
Future of Nursing: Leading Change, Advancing Health, which recommended the
implementation of nurse residency programs to facilitate transition to practice and to
reduce nurse turnover. These programs have been developed and embraced as an
innovative intervention to provide support for newly graduated nurses as they transition
into practice, to increase clinical competency in the professional role, to improve
confidence and job satisfaction, and to improve graduate nurse retention (Goode et al.,
2013; Goode, Ponte, & Havens, 2016; Krugman et al., 2006).
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There is current interest in evaluating the effectiveness of transition into practice
programs. The American Nurses Credentialing Center’s (ANCC, 2018) Practice
Transitions Accreditation Program was established to ensure these programs conformed
to evidence-based standards. The Commission on Collegiate Nursing Education (CCNE,
2015) created an accreditation process for postbaccalaureate nurse residency programs
that was developed in partnership with academic nursing programs. These accreditation
standards all required current, reliable, and valid evaluation methods to demonstrate
program quality and to measure outcomes (Stephenson & Cosme, 2018). Using a valid
measurement instrument to evaluate key concepts related to graduate nurse role
transition, one that has been rigorously tested and reflects the current nursing practice
environment, could provide evidence for nurse residency program design and improve
effectiveness in supporting transition to the profession.
Background to the Study
Transitioning from the role of nursing student to professional nurse is a period of
stress, role adjustment, and reality shock (Casey, Fink, Krugman, & Propst, 2004). The
new nurse is often confronted with the realization of being unprepared for their new role
and responsibilities, which often results in job stress, job dissatisfaction, and thoughts of
leaving nursing (Brewer, Kovner, Greene, Tukov-Shuser, & Djukic, 2012). Casey et al.
(2004) found graduate nurses reported a lack of confidence in skill performance, deficits
in critical thinking and clinical knowledge, struggles with peer and preceptor
relationships, and dependence on others. In addition, the desire to be independent
practitioners, frustrations with the work environment, lack of organizational skills, and
communication with physicians were difficulties experienced during role transition.
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Graduate nurses are becoming a significant portion of hospital new hires and staffing
strategies as nursing workforce shortages become a reality; yet, graduate nurse turnover
rates have been reported between 30% and 60% (Bowles & Candela, 2005; Harrison &
Ledbetter, 2014).
Measurement of graduate nurse role comfort, confidence, job satisfaction, and
skill acquisition during this transition into professional practice is essential and must be
assessed accurately and consistently using a carefully constructed and validated scale.
The measurement tool most frequently used in published studies (e.g., Anderson, Hair, &
Todero, 2012; Letourneau & Fater, 2015) to measure graduate nurse self-reported
perceptions of the transition to practice experience is the Casey-Fink Graduate Nurse
Experience Survey (Casey et al., 2004). Measuring the role transition experience of
graduate nurses is needed to assist in improving the curriculum and effectiveness of
transition to practice programs and in the retention of graduate nurses new to the practice
setting.
This cross-sectional study used a secondary data analysis design to evaluate the
psychometric properties of the Casey-Fink Graduate Nurse Experience Survey (CaseyFink Survey; Casey et al., 2004). Factor analysis is a useful approach to assessing
construct validity when an investigator has designed a measure to assess various
dimensions or sub-components of a phenomenon of interest and wishes to empirically
justify these dimensions or factors (Soeken, 2010). The data set for this study was
collected using the Casey-Fink Survey from a convenience sample of graduate nurses
who participated in the Vizient/American Association of Colleges of Nursing (Vizient,
2018) one-year post-baccalaureate nurse residency program during a 10-year span of time
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(January 2008 to December 2018). The sample included newly graduated nurses with
less than one year of clinical experience. The Casey-Fink Survey is a self-report
instrument designed to measure new nurses’ perceptions of role transition issues
experienced at entry into practice and through the first 12 months of professional
practice. An exploratory factor analysis, confirmatory factor analysis, and reliability
testing were conducted to establish current psychometric properties of the Casey-Fink
Survey and further refine the factors that influenced role transition.
This researcher and Regina Fink (Ph.D., RN, AOCN, FAAN) co-developed the
initial Casey-Fink Survey (Casey et al., 2004) instrument in the spring of 1999. Informal
feedback from former students and observed turnover patterns of graduate nurses
motivated the authors to design this measurement survey. Conceptualization of the items
for the survey resulted from a comprehensive literature review and clinical practice
experience of the authors that assisted in identifying constructs to study. Relevant
theoretical concepts from Patricia Benner’s (1984) Novice to Expert Theory of Skill
Acquisition and Marlene Kramer’s (1974) Reality Shock theory were used as the
frameworks to guide item development for this evaluative measurement tool. Survey
items were selected and developed as indicators of the underlying construct: role
transition. Various response formats were used in the development of the survey.
Responses to the items in section II of the survey were formatted using a 4-point Likert
scale response, omitting a neutral response option. Items in section III were formatted
using a 5-point Likert scale response.
The instrument was reviewed for face and content validity using an expert panel
of nursing practice leaders and academic educators employed at the University of
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Colorado College of Nursing and at a large academic medical center prior to being pilot
tested on 12 graduate nurses employed at an urban academic medical center (Casey et al.,
2004). After the initial questions were pretested and insights from potential respondents
were gathered, a longitudinal study was initiated to describe graduate nurses’ experiences
at specific time periods as they transitioned into the professional nurse role. The CaseyFink Survey (Casey et al., 2004) was administered to a convenience sample of 270
graduate nurses working in six acute care urban hospitals located in the Denver-Metro
area. Internal consistency reliability was established with Cronbach’s alpha of .78 on the
24 items in section II with Likert scale responses of 1= Strongly disagree to 4= Strongly
agree). Questions in section II related to graduate nurse perceptions of their levels of
comfort, confidence, and support while functioning as a professional nurse. Frequencies
for responses to skills uncomfortable performing independently, satisfaction with aspects
of their job, difficulties with role transition, and demographics of the respondents were
reported. Based on responses from the initial sample of graduate nurses, the survey was
revised in 2002 to include additional questions about the work environment. The survey
was revised a second time in 2006 following results of a qualitative analysis that
permitted converting the open-ended items in section IV to a multiple-choice format
(Fink, Krugman, Casey, & Goode, 2008). After these revisions, internal consistency
reliability remained unchanged. In 2004, a factor analysis was completed on section II of
the survey. In the analysis, a 5-factor solution was found, accounting for 46% of the
variation in total scores. The factors were labeled Support, Patient Safety
(Organizing/Prioritizing), Stress, Communication/Leadership, and Professional
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Satisfaction. Reliability estimates for the factors ranged from .71-.90 (M. Lynn, personal
communication, July 10, 2004).
Significance of the Study
Graduate nurse transition has been the focus of attention for nurse leaders in both
academic and practice institutions for over 40 years since the publication of the seminal
work: Reality Shock (Kramer, 1974). Understanding current difficulties new nurses face
during the transition period might uncover unique factors that influence retention and job
satisfaction. Graduate nurses are becoming the employment pipeline for acute care
hospitals. These newly graduated nurses are entering the workforce and finding they
have neither the practice expertise nor the confidence to navigate what has become a
highly dynamic and intense clinical environment burdened by escalating levels of patient
acuity and nursing workload (Duchscher, 2008). A major risk with role transition is high
stress and turnover rates experienced by graduate nurses during their first year of
professional practice. A valid and reliable survey instrument is required to measure role
transition constructs identified in theoretical frameworks of transition. Using a standard
measurement tool allows healthcare organizations to compare their results with other
organizations using the same population of interest. This study evaluated the
psychometric properties of the Casey-Fink Survey and tested the accuracy of the
theoretical concepts proposed in the theories selected for use in this study.
The Problem Statement
The Casey-Fink Survey has been widely used as a valid tool to assess the graduate
nurse’s transition into practice experience and as a program evaluation measurement tool
for nurse residency/orientation programs (Fink et al., 2008). As the Casey-Fink Survey
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was constructed over 20 years ago, a re-evaluation was needed given the changes in
educational programs and clinical practice over this extended time period. In addition,
the length of the survey might contribute to survey fatigue when administered over three
time periods. Thus, a shorter survey might be appropriate and should be considered. The
factor structure of the scale in section II was last examined in 2004 and a comprehensive
psychometric evaluation of the survey instrument was overdue. A construct validation
study using a large sample of subjects was the best means of demonstrating the tool’s
usefulness in measuring constructs of role transition and the experiences of a graduate
nurse’s role transition into the practice setting. Ideally, scale developers should take
steps to gather new data about the worth of their instrument in a validation study (Polit &
Beck, 2012).
Purpose of the Study
The purpose of this descriptive study was to evaluate the psychometric properties
of the Casey-Fink Survey, a self-report instrument, used to measure perceptions of role
transition factors newly graduate nurses experience during the first 12 months of
professional practice. Testing of the instrument included examination of its structure,
reliability, and construct validity. A secondary analysis of data collected using the
Casey-Fink Survey with a large sample size helped assess the validity and reliability of
the measure, the trustworthiness of the findings, and contributed to generalizable
knowledge on the concepts being measured by the Casey-Fink Survey.
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Research Question
The following research question guided this study:
Q1

What role transition constructs are measured by the Casey-Fink Survey in
newly graduated nurses who participated in the 1-year Vizient/AACN ™
Nurse Residency Program?

The specific aims of this study were to
1.

Explore the factor structure of the Casey-Fink Survey,

2.

Test the structural validity of the Casey-Fink Survey, and

3.

Assess the reliability of the Casey-Fink Survey.
Definition of Terms

Graduate nurse. One who has graduated from a basic nursing education program,
passed the licensing exam, and has no professional nursing experience. Graduate
nurses remain in this role for a period of 6 to 12 months as defined by the hiring
institution.
Role transition. The experiences of moving from the student nurse role into a
professional nurse role. Role transition was measured using the Casey-Fink
Survey.
Summary
This chapter described the study including the background, significance, and
problem statement. Definitions of key terms used in the study were included in this
chapter. A psychometric evaluation to estimate the reliability and examine structural
validity of the Casey-Fink Survey would be a significant contribution to the body of
nursing knowledge on measurement instruments specific to graduate nurse role transition.
In addition, this study was needed to inform revisions to the Casey-Fink Survey.
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CHAPTER II
LITERATURE REVIEW
Chapter II outlines the search strategy used for the literature review, the
theoretical frameworks guiding measurement of constructs in this study, relevant findings
reported related to measurement of the constructs associated with graduate nurse role
transition using the Casey-Fink Survey, and findings related to evaluating the
psychometric properties of the Casey-Fink Survey are presented. In the conclusion, a
summary highlighting the research gap is provided.
Search Strategy
An initial search of relevant literature published from 2000 to 2018 was
completed using the Cumulative Index to Nursing and Allied Health Literature
(CINAHL) and PubMed databases. Key words included “Casey-Fink Graduate Nurse
Experience Survey,” “new graduate nurse,” “transition to practice,” “role transition,”
“transition”, “newly licensed nurse”, “graduate nurse”, “instrument development” and
“instrument validation.” Summons, CINAHL, and PubMed were further searched using
the following terms: “Casey-Fink Graduate Nurse Experience Survey” AND “factor
analysis.” Two published dissertations reporting a factor analysis on the Casey-Fink
Survey were found. All titles and abstracts were reviewed for the following inclusion
criteria: English language, full text, dissertations, and peer-reviewed journal articles.
Studies addressing graduate nurse role transition using the Casey-Fink Survey as one of
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the measurement instruments were included in this literature search and are reviewed
here.
Theoretical Frameworks
Four frameworks provided the theoretical basis for this research study. Meleis’
(2010) Theory of Nursing Transitions proposed that assisting people to manage life
transitions is a key function of nursing (Schumacher & Meleis, 1994). A transition is
defined as a “passage or movement from one fairly stable state, condition, or place to
another fairly stable state, and is a process triggered by change” (Meleis, 2010, p. 11).
According to this framework, role transition for graduate nurses into professional practice
is considered a situational transition. The transitions model includes four defining
concepts: the nature of transitions, transition conditions, patterns of response, and nursing
therapeutics (Meleis, Sawyer, Im, Hilfinger, & Schumacher, 2000). Transitions theory
offers a framework for understanding the graduate nurse’s experience of transition, for
uncovering the conditions that facilitated and hindered a successful transition experience,
for describing their responses during the transition, and in identifying strategies or
interventions that contributed to successful outcomes of transition. Three conditions
influence role transition: personal conditions, community conditions, and societal
conditions. Transitions theory identifies nurses as having a key role in enhancing a sense
of well-being in their patients. Transitions often require a person to incorporate new
knowledge, to alter behavior, and, therefore, to change the definition of self in a new
social context (Meleis et al., 2000). The challenge for nurses and others involved in
supporting those undergoing a transition is to understand the transition process and
develop interventions that are effective in helping them regain stability and a sense of
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well-being (Schumacher & Meleis, 1994). Transition involves new knowledge, change
in behaviors, and requires support to regain a sense of well-being (Meleis, 2010).
According to this model, a transition process is triggered by the event of starting a new
job as a graduate nurse, which prompts a need for support and assistance in learning
effective strategies to cope with this change. Meleis found outcomes of successful
transition were developing confidence, coping, feeling connected, and skill mastery.
Benner’s (1984) novice to expert theory of skill acquisition articulated stages of
clinical competence in nursing practice. Benner’s theory, as applied to the nursing
profession, was adapted from the Dreyfus model of skill acquisition (Benner, 1984).
According to this model, graduate nurses who enter the nursing profession are usually at
the advanced beginner stage. They develop knowledge and acquire skills in an
incremental manner while moving along the continuum from novice to advanced
beginner. The advanced beginner nurse demonstrates marginally acceptable nursing
performance and gains experience in specific and actual situations (Benner, 1984).
Advanced beginners benefit from having a preceptor or experienced nurse to provide
guidance, mentoring, and to explain recurring and meaningful components of situations
(Benner, 1984). The transition from student to new graduate nurse marks the beginning
of the journey from novice to advanced beginner (Marshburn, 2007).
Kramer (1974) outlined a theory of newly graduated nurse transition that
identified specific stages and characteristics of role transition and proposed strategies for
providing support. The term “reality shock” was used to describe the phenomenon and
the specific shock-like reactions of new nurses when they found themselves in a work
situation for which they thought they were prepared and then suddenly found they were
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not (Kramer, 1974). This shock-like reaction followed when the newly graduated nurse
perceived that many ideals and values taught in the educational program were not
operationalized and went unrewarded in the work setting (Kramer, 1974). Kramer
theorized that those new to the nursing profession went through four stages of transition:
(a) the honeymoon phase—a period of excitement to be joining the profession; (b) the
shock phase—a period when negative feelings toward the profession surfaced, when the
new nurse was most vulnerable, and at risk to quit or leave their unit; (c) the recovery
phase—when the new nurse was able to view the job realities with a more open
perspective, and lastly (d) the resolution phase—usually occurred around one year when
the new nurse could see the professional role in perspective and could fully contribute to
the profession (Kramer, 1974). This role transformation process meant the new nurse
separate themselves from the expectations held for them in school and, concomitantly,
took on new expectations that arose in the context of their new jobs (Kramer, 1974, p.
192). Having self confidence in one’s ability to learn and use one’s resources is a
primary requisite for making a smooth transition from the school environment to the
work setting (Kramer, 1974). Kramer was the first to call for structural changes to better
support graduate nurses during the role transformation process and outlined an effective
program of socializing new nurses into the attitudes, expectations, and behaviors of the
professional work setting so the new nurse learned to perform his/her role effectively.
Duchscher’s (2008) theory of transition shock built on Kramer’s (1974) reality
shock theory. Using a grounded theory process, Duchscher described graduate nurse role
transition as progressing through three main stages: doing, being, and knowing.
Duchscher learned through her qualitative work that in the doing phase, graduate nurses
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had idealistic expectations and anticipations that were far from reality. The nurses
blamed this disparity on a lack of educational preparation (Duchscher, 2008). After a few
months in practice, they reported feeling more comfortable, had accepted their
limitations, could ask questions of their colleagues, and were then mentally ready to
move to the next phase of learning (Duchscher, 2008). In the second phase (being),
graduate nurses had an increase in knowledge level, skill competency, and critical
thinking while they began settling into their new role and responsibilities. During this
stage, new nurses gained trust and confidence in their own capabilities and began to
apply practical meaning to their theoretical knowledge (Duchscher, 2008). In the final
stage—knowing, the new nurse sees a shift in personal and professional socialization,
views the influences of stress on themselves, and moves from a position of insecurities
and abilities to frustrations with the system and being at the bottom of the pecking order
(Duchscher, 2008). Duchscher described this as transition crisis. The theoretical
construct of transition shock demonstrated the newly graduated nurse, engaging in a
professional practice role for the first time, was confronted with a broad range of
physical, emotional, developmental, intellectual, and sociocultural changes that were
factors due to the experience of transition (Duchscher & Windey, 2018). The stages of
professional role transition reflect a non-linear process that moves the new practitioner
through developmental and professional, intellectual and emotive, skill and rolerelationship changes, and contains within it experiences, meanings, and expectations
(Duchscher, 2008). The healthiest transition experiences for graduate nurses would be
facilitated when they had personal and professional lives characterized by stable and
supportive relationships, were afforded roles and responsibilities commensurate with
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their stage of transition, received consistent workplace support and constructive feedback,
were familiar with care delivery and skill performance, were provided opportunities to be
supported by experienced nurses about increasingly complex clinical decisions and
judgements, and were supported in their workplace environments (Duchscher, 2008).
Based on Benner’s (1984) and Duchscher’s (2008) theories, graduate nurses
experience an increase in knowledge, stress, and confidence during their initial six
months of practice and an increase in communication and professional satisfaction at the
end of the first year of practice. Kramer’s (1974) four stages of reality shock provided a
basis to explore the graduate nurse experience during the first year of transition to
practice. These four time points were used by Casey et al. (2004) to survey graduate
nurses’ perceived levels of confidence and comfort in the first year of professional
practice. Confidence and comfort in the professional nurse role, supportive relationships,
presence of stressors, stages of skill and knowledge acquisition, and changes in self are
common attributes and characteristics of role transition identified in all four theoretical
frameworks. These theoretical frameworks offered empirical indicators of the selected
concepts of interest and provided a foundation for studying the constructs being measured
in the Casey-Fink Survey (Casey et al., 2004).
Discussion of Relevant Findings
Twenty descriptive studies from the literature were reviewed where the CaseyFink Survey was used to collect data. Nineteen studies were based in the United States
and one was in British Columbia. All studies were published between 2009 and 2018,
indicating an increased interest in measuring graduate nurse role transition since the
Institute of Medicine’s (2011) report: The Future of Nursing: Leading Change,
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Advancing Health. Fourteen studies used a pretest/posttest design using repeated
measures analysis and did not have a comparison group (Cline, La Frentz, Fellman,
Summers, & Brassil, 2017; Dubois & Zedreck Gonzales, 2018; Friday, Zoller,
Hollerbach, Jones, & Knofczynski, 2015; Goode, Lynn, Krsek, & Bednash, 2009; Goode
et al., 2013; Klingbeil et al., 2016; Medas et al., 2015; Meyer & Shatto, 2017; OlsonSitki, Wendler, & Forbes, 2012; Slate, Stavarski, Romig, & Thacker, 2018; Thomson,
2011; Tyo et al., 2018; Wenger, 2015; Wilson, Weathers, & Forneris, 2018). No studies
used a randomized controlled trial design. Two studies used a pre-test design (Cylke,
2012; Marshburn, Engelke, & Swanson, 2009). Four studies used a posttest design
(Harrison & Ledbetter, 2014; Hillman & Foster, 2011; Johnson, Salisbury, Johannsson, &
Barajas, 2013; Rush, Adamack, Janke, Gordon, & Ghement, 2012). Sample sizes in
these studies ranged from 11 to 1,638. All studies used convenience samples of graduate
nurses who were employed in academic medical centers.
Five studies used section II of the Casey-Fink Survey (Fink et al., 2008)
exclusively to evaluate their nurse residency program outcomes and to inform changes in
the program curriculum. The exclusive use of section II, which measured the concepts of
support, patient safety, stress, professional satisfaction, and communication/leadership,
was the most common survey modification reported in studies from this review of the
literature. The Thomson (2011) study used sections I, II and V of the Casey-Fink Survey
to compare subscale scores of associate degree and baccalaureate degree nurses within
the same organization who participated in the same program curriculum. Results
reported differences in support and professional satisfaction between the two groups
(Thomson, 2011). Two studies used questions from section II of the survey to evaluate a
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graduate nurse resilience training program (Dubois & Zedreck Gonzales, 2018) and to
compare the relationship between transition to practice experiences and resiliency (Meyer
& Shatto, 2017). Wenger (2015) used skills in section I to demonstrate comfort
performing intravenous (IV) skills independently. This study demonstrated improved
confidence in performing IV skills from baseline to six months of practice following an
IV insertion class provided to graduate nurses in the hiring institution.
Two studies reported retrospective analysis of 10 years of data collected using the
Casey-Fink Survey. Cline et al. (2017) conducted a retrospective analysis of 10 years of
data collected using the Casey-Fink Survey from graduate nurses who participated in an
internally developed residency program. A total of 1,638 graduate nurses completed
surveys at three time periods and were included for analysis. Pre-participation and postparticipation scores were compared using a two-sample t-test. Results indicated
statistically significant changes in scores for all factors except stress.
Communication/leadership and patient safety (organizing/prioritizing) scores
demonstrated the most favorable improvement with an increase in mean score from 2.88
to 3.24 (p < .001), indicating increased confidence and comfort in communicating with
interprofessional colleagues, patients, and families and in delegating skills (Cline et al.,
2017). The patient safety domain increased from 2.77 to 3.16 (p < .001), indicating
improved confidence in organizing and prioritizing patient care and comfort with safely
completing the components of the patient care assignment. Scores in the support and
professional satisfaction domains showed a moderate but significant decline during the
course of the residency program. Mean scores in the support domain decreased from
3.36 to 3.29 (p = .002) and mean scores in the professional satisfaction domain decreased
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from 3.53 to 3.41 (p< .001; Cline et al., 2017). Stress responses in this study ranged from
0.00 to 1.00, reflecting a low level of stress among residency participants. Changes in the
mean scores from 0.15 to 0.13 suggested a small decrease in stress that approached
significance (p = .05; Cline et al., 2017). Graduate nurse retention over the 10 years
reflected a high retention rate at >90% at one year. Cline et al. (2017) stated variability
in the survey questions asked and a changing residency program curriculum that evolved
over time to meet the emerging needs of the institution and newly hired nurses were cited
as limitations to this study. Strengths of this study suggested internally developed
residency programs might be equally effective as prepackaged programming in
supporting graduate nurse safety, confidence, and retention of these newly licensed
nurses (Cline et al., 2017).
Goode et al. (2013) examined outcomes from 10 years of a post-baccalaureate
nurse residency program. The researchers utilized the Casey-Fink Survey (Casey et al.,
2004) to collect and analyze data from graduate nurses participating in the University
Health System Consortium/American Association of Colleges of Nursing Nurse
Residency Program from 2002 through 2012. This study examined perceptions of 1,016
graduate nurses at the beginning, at six months, and end of the one-year program.
Repeated measures analysis of variance (ANOVA) found significant increases from
program start to program completion in graduate nurses’ perceptions of their overall
confidence, support, ability to organize and prioritize their work, and communicate and
provide clinical leadership. Professional job satisfaction showed a significant decline
from program start to the six-month point and then stabilized. Job stress increased from
beginning to the end of the program. The reason for the change in graduate nurses’

18
scores of job stress was not discussed in their article. Limitations of this study included
lack of a control group, difficulty to maintain a high response rate in repeated measures
ANOVA, and not being able to control for individual site related extraneous variables
(Goode et al., 2013).
Reliability testing is a measure of the amount of random error in a measurement
technique (Grove, Gray, & Burns, 2015). Cronbach’s alpha coefficient is the most
commonly used measure of reliability scales with multiple items and estimates of
reliability are specific to the sample being tested (Grove et al., 2015). Researchers need
to perform reliability testing on each instrument used in a study to ensure it is reliable for
that study (Grove et al., 2015). Only three of the studies reported reliability testing
(Cylke, 2012; Marshburn et al., 2009; Olson-Sitki et al., 2012).
Slate et al. (2018) reported outcomes of a nurse residency program using the
Casey-Fink Survey, which indicated improvements in the onboarding experience for new
graduate nurses in their longitudinal study. A convenience sample of 208 graduate nurses
completed the survey at two different time points. Analysis of variance was used to
compare the number of primary preceptors, which resulted in a decrease in the number of
preceptors used to onboard graduate nurses and standardization of the program length.
Findings using the Casey-Fink Survey provided insights into the disappointment
participants felt related to multiple preceptors with varying effectiveness (Slate et al.,
2018). Data from this study informed changes in the onboarding process for new
graduates including the numbers of preceptors, program length standardization, and
improvements of emergency clinical response education (Slate et al., 2018). Reliability
estimates were not completed in this study.
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Factor Analysis of the Casey-Fink Survey
A common method for assessing the construct validity of an instrument is
exploratory factor analysis (EFA). This analytic tool helps an investigator determine
empirically how many constructs, or latent variables, or factors underlie a set of items
(DeVellis, 2017). These underlying factors are defined in mathematical terms so the
process is considered data-driven (Soeken, 2010). In EFA, the researcher does not know
how many factors or latent variables will be formed and uses specific criteria to
determine the factors. Thus, EFA is generally described as a descriptive or exploratory
procedure. In confirmatory factor analysis (CFA), the intent is to hypothesize or define
the factors directly and then determine how well the defined measurement model fit the
observed data (Soeken, 2010). Confirmatory factor analysis is often used in later phases
after the underlying structure has been established on prior empirical (EFA) and
theoretical grounds (Brown, 2015). Confirmatory factor analysis is a theory-driven
approach rather than data-driven (Soeken, 2010).
In 2004, items in section two of the Casey-Fink Survey were subjected to
exploratory factor analysis—principal axis factoring with Varimax© rotation. Principal
axis factoring was selected to decrease the likelihood of overestimating the explained
variance and item factor loadings common with principal component’s analysis (M.
Lynn, personal communication, July 10, 2004). In this analysis, a five-factor solution
was found, accounting for 46% of the variation in total scores: support, stress, patient
safety (organizing/prioritizing), communication/leadership, and professional satisfaction.
Reliability estimates for the factors ranged from .71 to .90 (M. Lynn, personal
communication, July 10, 2004). The instrument was originally scored by summing all of
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the items in section two, including the stress items, for an internal consistency estimate of
(α = .89). Confirmatory factor analysis was not conducted.
In the Marshburn (2007) study, 265 new nurses comprised the study sample.
Principal components analysis (PCA) was conducted on the 24 items from part two of the
Casey-Fink instrument. Principal components analysis of the 24 items revealed the
presence of five factors with eigenvalues greater than 1.00 (Marshburn, 2007).
Inspection of the scree plot revealed a clear break after the four components and the
parallel analysis also suggested four factors be retained for further analysis (Marshburn,
2007). Those four components explained 56.9% of the total variance in the 24 items.
Varimax rotation was then performed to aid in the interpretation of the four components.
An inspection of the rotated component matrix revealed the fourth component had four
items with loadings greater than .50 but two of the items had cross-loadings greater than
.47 (Marshburn, 2007). Principal components analysis was re-run with only three
components extracted; the resulting initial solution was subjected to another Varimax
rotation. After inspecting the items that loaded on each component, the first subscale was
labeled Support, the second subscale was labeled Patient Care, and the third subscale was
labeled Professional Role (Marshburn, 2007, p. 787-788). The three subscales (Support,
Patient Care, and Professional Role) derived from the PCA were used as new variables in
this study to examine relationships of new nurses’ perceptions of clinical competence and
measured performance-based clinical competence (Marshburn, 2007). Confirmatory
factor analysis was not conducted in this study.
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In the Hallaran study (2017), the study sample consisted of 217 new nurses.
Exploratory factor analysis of the Casey-Fink survey resulted in the identification of
seven factors:
The first factor had items loading from a different subscale. The second factor
had four of the five patient safety items as the highest loading items and supported
retaining that subscale. A Cronbach’s alpha for the revised subscale of four items
was .78. The third factor had three items from the Support subscale, each
addressing being able to get help and feedback from nursing peers and staff. As
these items related to each other, a new subscale was created, Peer Support, and
resulted in a Cronbach’s alpha of .78. The fourth component had five of the six
items from the Communication/Leadership subscale with high loadings. The
Cronbach’s alpha for the subscale, without one item, was .64. The fifth factor had
three items from the original Support subscale, which addressed support from
preceptors and role models. As these relationships were different from those of
peers, a new subscale was created, Preceptor Support, which had a Cronbach’s
alpha of .77. The sixth factor contained two of three Professional Satisfaction
subscale items and supported a revised subscale. The Cronbach’s alpha of the
two-item scale was .84. The seventh factor had two items: one stress item
(negatively scored) and one professional satisfaction item. A review of the
professional satisfaction item revealed the item focused on feeling supported by
family and friends. The stress item was specific to personal stress. Therefore,
these two items did relate and a revised stress subscale was formed with the
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scores of the stress items recoded. The Cronbach’s alpha of the revised scale with
two items was very low at .32. (Hallaran, 2017, p. 86)
Confirmatory factor analysis was conducted in this study. The seven factors were
reduced to two factors. A major limitation of this study was the small sample size. Table
1 provides a summary of the survey factor analysis.

Table 1
Summary of Casey-Fink Survey Factor Analysis
Author
Year

Number of
Factors
Retained
5

Lynn
(2004)

Factor Names & Number of Items

Extraction &
Rotation Method

Support (9 items)
Patient Safety (5 items)
Stress (6 items)
Communication/Leadership (6 items)
Professional Satisfaction (3 items)

Sub-Scale
Cronbach’s
alpha
.90
.79
.71
.75
.83

Principal Axis
Factoring
Varimax Rotation

Marshburn
(2007)

3

Support (11 items)
Patient Care (4 items)
Professional Role (5 items)

.89
.73
.67

Principal
Component
Analysis
Varimax Rotation

Hallaran
(2017)

5

Patient Safety (4 items)
Peer Support (3 items)
Communication/Leadership (5 items)
Preceptor Support (3 items)
Professional Satisfaction (2 items)

.78
.78
.64
.77
.84

Principal
Component
Analysis
Varimax Rotation

Summary
Chapter II provided an analysis of four theories of transition that identified
constructs to be measured, examined the literature related to studies that measured factors
of graduate nurse role transition using the Casey-Fink Survey, and reviewed past testing
and psychometric analysis of the Casey-Fink Survey. The Casey-Fink Survey was
originally designed to measure concepts related to graduate nurse role transition; yet, it is

23
often used and revised by investigators to measure outcomes of a nurse residency
program. Conducting a psychometric evaluation study using EFA and CFA with a large
sample size collected from graduate nurses using the entire Casey-Fink Survey provided
an opportunity to test and confirm the factor structure of the survey and to demonstrate
the trustworthiness of the findings. A lack of published EFA and CFA results for the
Casey-Fink Survey further supported the need for additional testing of the instrument.
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CHAPTER III
METHODS AND PROCEDURES
Chapter III provides an overview of the research design, methods, and data
analysis procedures. This chapter also includes a description of the study population and
sample, sample size, inclusion and exclusion criteria, presentation of ethical
considerations and protection of human subjects, data collection and management
procedures, description of the measurement instrument, analysis of the data, and
limitations of the study.
Research Design
A descriptive cross-sectional study design was used to evaluate the psychometric
properties of the Casey-Fink Survey. A secondary analysis of data previously collected
from newly graduated nurses who participated in the Vizient/AACN (Vizient, 2018) 12month Nurse Residency Program from 2008 to 2018 was used to establish construct
validity in this study. A secondary analysis was an analysis of information or data
previously collected by another researcher or organization (Grove et al., 2015).
Sample Population
This study used an existing database of responses gathered from graduate nurses
who participated in the standardized 12-month nurse residency program developed by
Vizient/AACN (Vizient, 2018). The sample was obtained using nonprobability,
convenience sampling of 10 years of data collected with the Casey-Fink Survey from
participants in the Vizient/AACN 12-month Nurse Residency Program. Convenience
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sampling is a nonprobability sampling technique in which subjects are included in the
study based on their accessibility and proximity (Gray, Grove, & Sutherland, 2017).
Study participants included newly graduated nurses who were working in over 450
hospitals in the United States (Vizient, 2018). The Vizient/AACN 12-month Nurse
Residency Program offers a standardized monthly transition to practice curriculum
including monthly classroom sessions that focus on leadership, patient outcomes, and
professional development while providing peer and leadership support (Vizient, 2018).
A graduate nurse is defined as one who has graduated from a basic nursing education
program, passed the licensing exam, and has no professional nursing experience.
Sample Size
The number of subjects needed to undertake a factor analysis of an instrument
depends on the number of items initially included (Pett, Lackey, & Sullivan, 2003). Pett
et al. (2003) suggested at least 10 to 15 subjects per initial item, preferably aiming for a
sample size of 500 to 1,000 subjects. An estimated sample size of 80,000 was calculated
based on obtaining 10 years of data collected and the 2018 Vizient report that on average,
18,000 graduate nurses per year participate in their 12-month program. Participants
voluntarily completed the Casey-Fink Survey at beginning of the program, at six months,
and at the end of the program. The six-month time period for data analysis was chosen to
test the factor structure as this was usually when the graduate nurse had developed an
increase in his/her knowledge and skill competency, was settling into his/her new role
responsibilities, and had time to adjust to work environment expectations.
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Inclusion and Exclusion Criteria
Inclusion criteria were that study participants must be 20 years of age, had less
than or equal to six months of professional nursing experience, had graduated from an
accredited baccalaureate or associate degree, diploma, or master’s degree registered
nursing (RN) education program, and participated in the Vizient/AACN (Vizient, 2018)
12-month nurse residency program. The exclusion criterion was those newly licensed
nurses who had greater than six months of RN experience. Respondents who did not
complete the survey at the six-month time period were excluded from the study.
Ethical Considerations
Compliance with all guidelines and ethical principles for research with human
subjects was adhered to as outlined by the Collaborative Institutional Training Initiative
(2017) program. There were no foreseeable significant social or psychological risks to
the graduate nurses from participation in the study. Risks inherent in this study were no
greater than those normally encountered during regular classroom participation. Consent
to participate in research was obtained after the graduate nurse logged into a password
protected Vizient database at the study site. Potential benefits to the participants included
having the satisfaction of providing valuable feedback for designing strategies to support
the transition of graduate nurses, develop education needed to be successful in their first
job, and to promote the retention of graduate nurses.
Data Collection and Handling Procedures
After Institutional Review Board approval was granted from the University of
Northern Colorado (see Appendix A), de-identified participant survey responses (raw
data) were sent to the researcher from the Vizient/AACN’s Senior Program Manager at
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the Vizient corporate office. A data use agreement (see Appendix B) was signed for the
release of the data to this researcher. Data were received from Vizient/AACN (Vizient,
2018) through a secure electronic lock box and consisted of a Microsoft 2010 Excel file.
The data were imported into the statistical software installed on the researcher’s personal
password protected computer and was accessible only by the researcher. The
researcher’s personal computer was protected with the latest version of Norton’s Security
Suite that was last updated on February 5, 2019 and included a firewall, virus protection,
and tamper protection.
The Excel file contained 73 columns of data that included a unique organization
identification number, survey period, cohort year, unit, age, gender, ethnicity, degree
received, previous non-nursing degree, and participant responses to questions on the
Casey-Fink Survey. The original Excel file was retained in a folder on the researcher’s
computer, filtered to include only the six-month survey period data, imported into
Statistical Package for the Social Sciences (SPSS) software version 26, and prepared for
data cleaning and analysis in SPSS. A unique identification number was given by the
Vizient Senior Program Manager to each organization that participated in the
Vizient/AACN 12-month nurse residency program. The key for the unique organization
number was not shared with the researcher, thus ensuring maximum confidentiality and
anonymity of all participants and study sites. No information contained within the Excel
files could be traced back to a study participant or study site.
All data entered into SPSS were examined for accuracy of coding and
completeness during the cleaning process to minimize errors in data entry. There were
71,920 rows of data representing 71,920 participant responses in the six-month survey
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time period. One participant did not answer any of the survey items and was excluded
from the data analysis. An individual identification number was added as a variable in
the data set. The age of participant responses for inclusion in the data analysis was 20 to
65 years of age; there were 5,633 missing responses for age. The range of responses was
0 to 223. Age responses entered as 0-19 (N = 77) were deleted. Age responses entered as
99-223 (N = 52) were deleted. Gender responses were recoded as numeric and retained
as female and male. All eight ethnicity categories were re-coded as numeric and reserved
for analysis. Nursing degree categories were condensed to five groupings and re-coded
as numeric. Previous non-nursing degree was re-coded as numeric and all five categories
were retained. All remaining questions in the data set were recoded as numeric. The
SPSS data file of 71,919 responses was then split into three samples divided randomly
from the entire 6-month data sample to represent the same population. The EFA sample
was 33% (N = 23,489) of the total sample and was used for the exploratory factor
analysis. The second sample labeled CFA-1 was 33% (N = 24,378) of the total sample
and was used for the confirmatory factor analysis. The third sample labeled CFA-2 was
34% (N = 24,052) of the total sample and was used to cross-validate the findings found in
the CFA-1 analysis.
Instrument
The Casey-Fink Graduate Nurse Experience Survey (see Appendix C) was
selected as the measurement instrument to be evaluated in this study. This instrument
was published in 2004 and revised in 2006. The survey includes five sections with a total
of 55 questions. Section I includes one question where respondents are asked to select
the top three skills or procedures they are most uncomfortable performing independently
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using a drop down list of 21 skills. They could also select “I am independent in all
skills.” Section II contains 25 items. A response option for each of the first 24 items
consists of a 4-point Likert scale asking respondents to indicate their response from the
following four choices: Strongly Disagree, Disagree, Agree, and Strongly Agree. An
additional question (#25) is where the respondent answers "yes" or "no" to a series of six
stressors. Section III consists of nine questions designed to rate satisfaction with various
aspects of the job. Response options are on a 5-point Likert scale indicating Very
Dissatisfied, Moderately Dissatisfied, Neither Satisfied nor Dissatisfied, Moderately
Satisfied, and Very Satisfied. Section IV consists of four multiple choice questions and
one open-ended question. The four questions ask participants to circle the responses that
apply to their transition experience: (a) “What difficulties, if any, are you currently
experiencing with the transition from the student role to the RN role?”; (b) “What could
be done to help you feel more supported or integrated into the unit?”; (c) “What aspects
of your work environment are most satisfying?”; and (d) “What aspects of your work
environment are least satisfying?” The one open-ended question asks the respondent to
“Please share any comments or concerns they have about their residency program.”
Section V consists of 15 demographic questions.
Data Analysis
Data collected at the six-month period of graduate nurse responses were analyzed
in this study. Using the split data file option in SPSS version 26 (SPSS Inc., Chicago, IL,
USA), the total sample of 71,919 was split into three subsamples using random selection,
yielding sample sizes of (a) EFA (N= 23,489), (b) CFA-1 (N= 24,378), and (c) CFA-2
(N= 24,052). Descriptive statistics were used to analyze the demographic information of

30
the sample. Prior to analysis, all items in Section II were labeled CF1 to CF24 and
CF25a-f and all items in Section III were labeled CF26a-i. Negatively worded items
were reverse coded prior to factor analysis. It was anticipated the Casey-Fink Survey
would have subscales reflective of the latent variables or constructs measuring the
phenomenon of role transition.
The researcher employed EFA as an exploratory or descriptive technique to
determine the appropriate number of common factors and to uncover which measured
variables were reasonable indicators of the various latent dimensions (e.g., by the size
and differential magnitude of factor loadings; Brown, 2015). In EFA, all items freely
loaded on factors and the solution was rotated to maximize the magnitude of primary
loadings and minimize the magnitude of cross-loadings (Brown, 2015). Mathematically,
EFA extracted maximum variance from the data set with each “factor” (Gray et al.,
2017). The first factor was the linear combination of the survey items that maximized the
variance of their factor scores. The second component was formed from residual
variance. Subsequent factors were formed from the residual variances that had not yet
been explained (Gray et al., 2017). There were two major types of rotation: orthogonal
and oblique. In the orthogonal rotation, the factors were constrained to be uncorrelated
(i.e., factors were oriented at 90-degree angles in multidimensional space). In the oblique
rotation, the factors were allowed to intercorrelate (i.e., permit factor axis orientations of
less than 90-degrees). The Varimax rotation is an orthogonal rotation method. Promax is
an oblique rotation method.
Construct validity of the items in Sections II and III of the Casey-Fink Survey was
tested through both PCA with Varimax rotation and principal axis factoring (PAF),
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followed by Promax rotation with Kaiser normalization. Criteria for inclusion of an item
on each factor included recommended minimum loadings of .40 and no cross-loadings
greater than .15. The scree test involved examining the graph of the eigenvalues and
looking for the natural bend or break point in the data where the curve flattened out
(Costello & Osborne, 2005). The communality was a measure of the variable’s shared
variance (Polit, 2010).
Confirmatory factor analysis was conducted using AMOS statistical software
(SPSS Inc., Chicago, IL, USA). In CFA, a model is specified, indicating which variables
load on which factors and which factors are correlated. Confirmatory factor analysis is a
form of structural equation modeling used to test hypothesized factor structures
formulated from theory or suggested by prior empirical research (Brown, 2015). A
measure of fit was indicated with this model. The model was analyzed and parameters
estimated. The fit of the model was further evaluated. Model fit indices were examined
to determine how well the model fit the data. The fit indices used to indicate a good fit
included the comparative fit index (CFI) > 0.95, normed fit index (NFI) >0.95, root mean
square error of approximation (RMSEA) < 0.06, and goodness of fit (GFI) >0.90 (Hu &
Bentler, 1999; Tabachnick & Fidell, 2013). The chi-square test was reported but is not
always a dependable fit index as a result of sample size issues (Polit & Yang, 2016).
Because chi-square is sensitive to large sample sizes, its significance should not be
ignored but it should be interpreted with caution (Kline, 2011).
Following EFA and CFA analyses, internal consistency reliability was computed
for each sub-scale using SPSS and assessed using Cronbach’s alpha. An important
indicator of a scale’s quality is its reliability coefficient—alpha. Nunnally (1978)

32
suggested a value of .70 as an acceptable lower bound for alpha. DeVellis (2017)
suggested below .60 was unacceptable, between .60 and .65 was undesirable, between .65
and .70 was minimally acceptable, between .70 and .80 was respectable, between .80 and
.90 was very good, and much above .90 one should consider shortening the scale.
The extent of missing data was evaluated on the EFA and both CFA samples.
Missing values were identified during EFA analysis of items CF6 (n = 404, 1.8% of the
EFA sample) and CF19 (n = 423; 1.8% of the EFA sample). Data values could be
missing for any number of reasons including when study participants skipped over
questions in a questionnaire, missed a data collection appointment, refused to continue in
a study, or moved away from the study area (Polit, 2010). When values are missing, it
means analyses are based on fewer study participants than were in the full study sample
(Polit, 2010). The pattern of missing data needs to be addressed unless the amount
missing is trivial, for example 1% missing (Polit, 2010). Missing data were not imputed
as there was a small percentage (1.8%) of missing data and the conclusion was the
missing data were completely at random.
Limitations of the Study
One limitation of this study was it was a self-report survey, which could lead to
response bias. A potential threat to internal validity includes selection bias. All study
participants were newly graduated nurses enrolled in the well-established, evidence-based
Vizient/AACN (Vizient, 2018) 12-month Nurse Residency Program. Use of a
convenience sample was a limitation of this study and social desirability was a potential
response bias. Failure of participants to respond to all the questions on the survey
instrument, especially with long questionnaires, could have also threatened the validity of
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the instrument (Gray et al., 2017). These limitations could have affected the
generalizability of the study findings to all populations of newly graduated nurses.
Summary
This chapter described the methodology used to answer the research question for
this study. A discussion of secondary data analysis was included. The data collection
section described the steps used to obtain the data for this study. The analysis of data
section included a discussion of EFA and CFA statistical analyses conducted for this
study, the importance for computing reliability coefficients on the data collected, and
options for managing missing data. Additionally, this chapter included a description of
the sample population, data management procedures, inclusion and exclusion criteria,
ethical considerations, and study limitations.
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CHAPTER IV
RESULTS
Chapter IV describes the results of this study. It begins with a description of the
population sampled followed by a report of the results of the data analysis necessary to
answer the research question that guided this study.
Description of the Sample
The analytic sample consisted of 71,919 survey responses collected from newly
graduated nurses who participated in the Vizient/AACN (Vizient, 2018) 12-month Nurse
Residency Program from 2008 to 2018. The data for this analysis were collected during a
six-month time period. This final sample of 71,919 participants was randomly split into
three samples called EFA (N = 23,489), CFA-1 (N = 24,378), and CFA-2 (N = 24,052).
Descriptive statistics provided information related to the demographics of the sample.
Participants in cohort years 2015 to 2018 comprised 71% (N = 50,978) of the total
respondents. Table 2 provides a summary of participants for each cohort year.
The typical respondent was 26-years-old (M = 26 years) with a range of 45 years
(20-65 years). Respondents were predominantly female (87.7%). The ethnicity of the
sample included African American (8.1%), American Indian (0.2%), Asian (7.3%),
Caucasian (74%), Hispanic (5.6%), Pacific Islander (0.2%), two or more races (1.5%),
and Other (2.6%). Most of the respondents reported receiving a Bachelor of Science in
Nursing degree (61.6%) and a majority did not have a previous non-nursing degree
(63.4%). Demographic characteristics across all three randomly selected samples used
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for the factor analysis were similar. Demographics for the total sample, EFA sample,
CFA-1 sample, and CFA-2 sample can be found in Table 3.

Table 2
Participants by Cohort Year

Cohort Year
2008

N
1,842

% Valid % Cumulative %
2.6
2.6 2.6

2009

2,006

2.8

2.8

5.4

2010

2,422

3.4

3.4

8.7

2011

2,322

3.2

3.2

11.9

2012

2,905

4.0

4.0

16.0

2013

3,377

4.7

4.7

20.7

2014

6,067

8.4

8.4

29.1

2015

8,551

11.9

11.9

41.0

2016

11,354

15.8

15.8

56.8

2017

14,992

20.8

20.8

77.6

2018

16,081

22.4

22.4 100.0

Total

71,919

100.0

100.0
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Table 3
Demographic Characteristics of the Six-Month Samples
Characteristic

Total 6-month
Sample (N= 71,919)
%
M = 26.4
SD + 6.1

EFA Sample
(n = 23,489)
%
M = 26.4
SD +6.2

CFA-1 Sample
(n = 24,378)
%
M = 26.4
SD +6.2

CFA-2 Sample
(n= 24,052)
%
M = 26.4
SD +6.0

Gender
Female
Male
No response

87.7
12.1
0.2

87.8
12.1
0.1

87.6
12.2
0.2

87.8
12.1
0.2

Ethnicity
African American
American Indian
Asian
Caucasian
Hispanic or Latino
Pacific Islander
Unknown
No response

8.7
0.2
7.3
74.0
5.6
0.2
2.6
1.5

8.7
0.2
7.2
73.7
5.7
0.2
2.7
1.5

8.7
0.2
7.3
74.2
5.4
0.2
2.5
1.5

8.7
0.2
7.3
74.0
5.6
0.2
2.5
1.5

Nursing Degree Received
Diploma
Associate Degree
BSN
Accelerated BSN
Master’s
No response

1.1
20.6
61.6
14.3
2.0
0.4

1.1
20.6
61.6
14.2
2.0
0.4

1.1
20.5
61.7
14.2
2.0
0.4

1.0
20.6
61.5
14.5
2.1
0.3

7.1
27.0
2.0
0.3
63.5

7.1
27.7
1.9
0.3
62.9

Age (years)

Previous Non-Nursing
Degree
Associate Degree
7.1
7.1
Baccalaureate
27.3
27.1
Master’s
1.9
1.9
Doctorate
0.3
0.3
No previous degree
63.4
63.6
Note. Percentages may not add up to 100% due to rounding error.

The largest percentage of the respondents worked on Adult Medical/Surgical
Units (26%) followed by Adult Medical/Surgical Intensive Care Units (12.3%). The
Emergency Department employed an average of 6.5% of respondents, Telemetry Units
employed 7.5%, and 10.6% entered no response or selected “other” as their unit of
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employment. Responses to clinical unit of employment across all three randomly
selected samples were similar. The clinical units of employment for the total six-month
sample, the EFA sample, the CFA-1 sample, and the CFA-2 sample can be found in
Table 4.
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Table 4
Clinical Unit of Employment for the Six-Month Samples
Clinical Unit of Employment

Total 6-month
Sample
(N= 71,919)
%
0.3
0.3
2.5
6.6
1.4
0.0
0.0
3.1
26.3
12.3

EFA
Sample
(n = 23,489)
%
0.3
0.3
2.5
6.5
1.5
0.0
0.0
3.3
26.6
12.1

Ambulatory
Burn care
Cardiac intensive care unit
Emergency department
Float pool
Home care
Hospice/palliative care
Labor & delivery
Medical/Surgical
Medical/Surgical intensive
care unit
Medical/Surgical intermediate
2.2
2.1
Mother/Baby
1.4
1.4
Neonatal intensive care unit
3.3
3.4
Neurosurgical intensive care
1.7
1.6
unit
Newborn nursery
0.0
0.0
No response
2.3
2.4
Oncology
5.4
5.3
Orthopedic
1.5
1.5
Other
8.3
8.1
Pediatric emergency
0.2
0.2
department
Pediatric intensive care unit
2.3
2.4
Pediatric
3.5
3.4
Pediatric intermediate
0.2
0.2
Pediatric oncology
0.4
0.4
Pediatric/Adolescent
0.1
0.1
Psychiatric
Perioperative (operating room)
3.2
3.3
Perioperative (post-anesthesia
0.5
0.5
care unit)
Psychiatric
1.0
1.0
Rehabilitation
0.5
0.4
Skilled nursing facility
0.0
0.0
Telemetry
7.5
7.5
Transplant
1.5
1.4
Note. Percentages may not add up to 100% due to rounding error.

CFA-1
Sample
(n = 24,378)
%
0.3
0.2
2.5
6.7
1.4
0.0
0.0
2.9
26.3
12.3

CFA-2
Sample
(n= 24,052)
%
0.2
0.3
2.6
6.6
1.5
0.0
0.0
3.1
25.9
12.6

2.2
1.3
3.2
1.7

2.1
1.4
3.3
1.7

0.0
2.3
5.4
1.6
8.4
0.2

0.0
2.3
5.5
1.4
8.5
0.2

2.2
3.6
0.3
0.3
0.1

2.2
3.5
0.2
0.4
0.2

3.2
0.5

3.2
0.5

1.0
0.6
0.0
7.3
1.5

1.0
0.5
0.0
7.7
1.6
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Analysis of Variables
Each of the 24 items in Section II of the Casey-Fink Survey was measured using a
4-point Likert response scale. Means for the 24 items for each sample in the six-month
time period are presented in Table 5. The item means across all three randomly selected
samples were similar. Responses to the six questions asking for causes of stress are listed
in Table 6. These items were measured using a yes/no (binary) format.

40
Table 5
Item Means for Section II for Each Sample in the Study
Item

CF1 I feel confident communicating with
Physicians.
CF2 I am comfortable knowing what to do
for a dying patient.
CF3 I feel comfortable delegating tasks to
the Nursing Assistant.
CF4 I feel at ease asking for help from other
RNs on the unit
CF5 I am having difficulty prioritizing
patient care needs
CF6 I feel my preceptor provides
encouragement and feedback about my
work.
CF7 I feel staff is available to me during
new situations and procedures.
CF8 I feel overwhelmed by my patient care
responsibilities and workload
CF9 I feel supported by the nurses on my
unit.
CF10 I have opportunities to practice skills
and procedures more than once.
CF11 I feel comfortable communicating
with patients and their families.
CF12 I am able to complete my patient care
assignment on time.
CF13 I feel the expectations of me in this
job are realistic.
CF14 I feel prepared to complete my job
responsibilities.
CF15 I feel comfortable making suggestions
for changes to the nursing plan of care.
CF16 I am having difficulty organizing
patient care needs
CF17 I feel I may harm a patient due to my
lack of knowledge and experience
CF18 There are positive role models for me
to observe on my unit.
CF19 My preceptor is helping me to
develop confidence in my practice
CF20 I am supported by my family/friends.
CF21 I am satisfied with my chosen nursing
specialty.
CF22 I feel my work is exciting and
challenging.
CF23 I feel my manager provides
encouragement and feedback about my
work.
CF24 I am experiencing stress in my
personal life.

EFA Sample
n = 23,489
M (SD)
3.21 (.527)

CFA-1 Sample
n = 24,378
M (SD)
3.21 (.537)

CFA-2 sample
n = 24,052
M (SD)
3.21 (.531)

Total Sample
N = 71,919
M (SD)
3.21 (.532)

2.65 (.717)

2.65 (.721)

2.64 (.725)

2.65 (.721)

3.19 (.584)

3.19 (.587)

3.19 (.589)

3.19 (.587)

3.52 (.569)

3.52 (.567)

3.53 (.568)

3.52 (.568)

3.05 (.634)

3.04 (.642)

3.05 (.628)

3.04 (.635)

3.43 (.639)

3.43 (.643)

3.42 (.639)

3.43 (.640)

3.34 (.605)

3.33 (.616)

3.34 (.609)

3.34 (.610)

2.71 (.718)

2.72 (.719)

2.72 (.714 0

2.72 (.717)

3.42 (.577)

3.42 (.582)

3.43 (.584)

3.42 (.581)

3.18 (.577)

3.19 (.584)

3.18 (.575)

3.18 (.579)

3.34 (.524)

3.34 (.525)

3.34 (.520)

3.34 (.523)

3.13 (.587)

3.13 (.590)

3.12 (.582)

3.13 (.586)

2.99 (.639)

3.00 (.635)

2.99 (.627)

2.99 (.634)

3.14 (.504)

3.15 (.503)

3.14 (.496)

3.15 (.501)

2.98 (.594)

2.98 (.596)

2.97 (.594)

2.98 (.595)

3.04 (.617)

3.05 (.620)

3.05 (.607)

3.05 (.615)

3.09 (.700)

3.09 (.702)

3.09 (.690)

3.09 (.697)

3.48 (.552)

3.48 (.548)

3.48 (.551)

3.48 (.550)

3.41 (.647)

3.40 (.653)

3.41 (.645)

3.41 (.648)

3.57 (.531)
3.22 (.712)

3.57 (.528)
3.22 (.718)

3.58 (.529)
3.22 (.716)

3.57 (.529)
3.22 (.716)

3.28 (.609)

3.28 (.620)

3.29 (.614)

3.28 (.614)

2.98 (.798)

2.98 (.797)

2.98 (.795)

2.98 (.797)

2.45 (.812)

2.44 (.816)

2.46 (.811)

2.45 (.813)
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Table 6
Causes of Stress
EFA

CFA-1

CFA-2

Total

Stressors

Yes %

No %

Yes %

No %

Yes %

No %

Yes %

No %

CF25a Financial Stress

23.3

76.7

23.2

76.8

24.0

76.0

23.5

76.5

5.3

94.7

5.2

94.8

4.9

95.1

5.1

94.9

CF25c Student Loans

21.9

78.1

21.9

78.1

22.7

77.3

22.2

77.8

CF25d Living Situation

11.5

88.5

11.0

89.0

11.4

88.6

11.3

88.7

CF25e Personal
Relationship

21.6

78.4

21.0

79.0

21.6

78.4

21.4

78.6

CF25f Job Performance

12.3

87.7

12.1

87.9

12.6

87.4

12.3

87.7

CF25b Child Care

Each of the nine items in Section III of the survey was measured using a 5-point
Likert response scale. The means for items in the EFA sample, CFA-1 sample, and CFA2 sample in Section III of the survey can be found in Table 7. The item means across all
three randomly selected samples were similar.
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Table 7
Item Means for Section III for Each Sample in the Study
Item

EFA Sample
n = 23,489
M (SD)
3.55 (1.03)

CFA-1 Sample
n = 24,378
M (SD)
3.54 (1.03)

CFA-2 Sample
n =24,052
M (SD)
3.54 (1.03)

Total Sample
N = 71,919
M (SD)
3.54 (1.03)

CF26b Vacation

3.56 (1.00)

3.57 (1.00)

3.57 (.999)

3.57 (1.03)

CF26c Benefits Package

3.83 (.89)

3.83 (.89)

3.82 (.895)

3.83 (.894)

CF26d Hours Worked

3.92 (.882)

3.92 (.877)

3.91 (.881)

3.92 (.880)

CF26eWeekends off/month

3.42 (1.19)

3.43 (1.18)

3.40 (1.18)

3.41 (1.19)

CF26f Work Responsibilities

3.77 (.852)

3.78 (.855)

3.77 (.842)

3.77 (.850)

CF26g Opportunities for
Career Advancement

3.84 (.851)

3.84 (.851)

3.83 (.849)

3.84 (.850)

CF26h Encouragement and
Feedback

3.80 (.945)

3.79 (.95)

3.79 (.951)

3.79 (.949)

CF26i Opportunities for
Choosing shifts Worked

3.62 (1.10)

3.63 (1.10)

3.62 (1.10)

3.62 (1.10)

CF26a Salary

Exploratory Factor Analysis
To answer the research question, “What are the underlying constructs measured
by the items in Sections II and III on the Casey-Fink Survey in newly graduated nurses
who participated in the one-year Vizient/AACN ™ Nurse Residency Program,” an
exploratory factor analysis was conducted on the EFA sample of 23,489 graduate nurse
responses at the six-month time period.
A PCA approach was selected as the initial method of factor extraction. Principal
components analysis is used when the researcher has no pre-existing knowledge about the
factors that might explain the inter-relationships between a set of variables (Pett et al.,
2003). A Varimax rotation (orthogonal rotation) was chosen to maximize the variance of
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the loadings within factors and across variables (Polit, 2010). The Kaiser-Meyer-Olkin
measure and the Bartlett test of sphericity were used to evaluate appropriateness of factor
analysis. The Kaiser-Meyer-Olkin measure of sampling adequacy could range from 0 to
1 (Polit, 2010). The closer the value was to 1, the better the prospects for factor analysis
(Polit, 2010).
The 24 items that comprised Section II of the Casey-Fink Survey were analyzed
in the initial analysis using PCA and Varimax (orthogonal) rotation to identify the
number of factors to extract. All item responses were reported using a 4-point Likert
scale format. A six-factor solution was found with eigenvalues exceeding 1, accounting
for 60% of the variance in total scores. The Kaiser-Meyer-Olkin index of sampling
adequacy was .893, which is considered “meritorious” by Kaiser (1974), and the
Bartlett’s test of sphericity was statistically significant (p < .001). Significance on the
Bartlett’s test of sphericity supported further evaluation of the factorability of the data
(Polit, 2010). The communality scores ranged from .323 to .926. Retention of items on
factors was based on the recommended minimum loading of .40 and cross-loadings of
greater than .15. In this initial analysis, all items loaded on two or more of the six
factors; three items (CF8, CF12, and CF14) had cross-loadings greater than .15 and were,
therefore, eliminated. Item CF10 (“I have opportunities to practice skills and procedures
more than once”) and CF24 (“I am experiencing stress in my personal life”) failed to load
on any factor and were also eliminated. Factor 1 was comprised of five items with factor
loadings that ranged from .59 to .76. Factor 2 was comprised of five items with factor
loadings that ranged from .50 to .79. Factor 3 was comprised of three items with factor
loadings that ranged from .63 to .85. Factor 4 was comprised of three items with factor
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loadings that ranged from .45 to .77. Factor 5 was comprised of three items with factor
loadings that ranged from .44 to .78. Factor 6 was comprised of two items with factor
loadings of .95 to .96. The two items in Factor 6 described the preceptor role. Inspection
of the scree plot revealed a break in the slope at Factors 5 and 6, which directed
subsequent analysis.
A second factor analysis using a principal axis factoring (PAF) approach was
conducted on the 24 items of Section II of the Casey-Fink Survey. A principal axis
factoring approach was selected to identify the latent constructs underlying the scale.
Promax (oblique) rotation was selected. An oblique rotation (Promax) was chosen
because it was hypothesized the underlying dimensions of the constructs in Section II of
the Casey-Fink Survey would be correlated (Polit, 2010). Promax rotation allowed for
correlations among the factors and was extremely useful for larger data sets (Pett et al.,
2003). The Kaiser-Meyer-Olkin index of sampling adequacy was .893 and the Bartlett’s
test of sphericity was statistically significant (p < .001). A six-factor solution was found
with eigenvalues exceeding 1, accounting for 54% of the variation in total scores. The
factor pattern matrix was used to determine the factor scores. Criteria for inclusion of an
item on a factor were a minimum of .40 and no cross-loading greater than .15. Factor 1
was comprised of five items with factor loadings of .46 to .89. Factor 2 was comprised of
five items with factor loadings of .49 to .67. Factor 3 was comprised of three items with
factor loadings of .54 to .77. Factor 4 was comprised of two items with factor loadings of
.93 to .94. Factor 5 was comprised of two items with factor loadings of .81 to .84. Factor
6 was comprised of three items with factor loadings of .52 to .90. Both Factors 4 and 5
included only two items, below the ideal number of items per factor (Polit & Beck,
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2012). Factor 3 had three items that loaded together although they were the negatively
worded items that had been recoded. This finding suggested similar items might hold
together due to the negative wording or it might be that those items were measuring the
same construct. In this six-factor solution, more items cross-loaded onto multiple factors
and did not present “clean loadings.” Ideally, the researcher would like an item to load
significantly on a single factor (Pett et al., 2003). Item CF8 was eliminated due to crossloadings of >.15. Items CF10 (“I have opportunities to practice skills and procedures
more than once”), CF23 (“I feel my manager provides encouragement and feedback
about my work”), and CF24 (“I am experiencing stress in my personal life”) did not load
on any of the factors due to their low factor loadings. Thus, these three items were
eliminated.
Inspection of the scree plot revealed a break in the slope at Factors 4 and 6.
Since the goal was to obtain the most parsimonious solution, it was decided to conduct a
parallel analysis to decide how many factors to extract and retain. Parallel analysis is a
statistical method used to compare eigenvalues generated from the data mix to the
eigenvalues generated from the Monte-Carlo simulated matrix created from random data
of the same size (Tran & Formann, 2009). Factors are retained when actual eigenvalues
surpass random ordered eigenvalues (Williams, Brown, & Onsman, 2010). The random
ordered eigenvalue variance for a five-factor solution using parallel analysis was 1.140
and the actual PCA eigenvalue variance for a five-factor solution was 1.354, which
surpassed the random ordered eigenvalues. It was decided to conduct further exploratory
factor analysis specifying five factors to be extracted.
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The stress item (CF24) had consistently low loadings (>.40) on all factors and
was therefore a good candidate for deletion. Conceptually, graduate nurses experience
stress when transitioning from the student to professional nurse role (Casey et al., 2004),
so it was decided to add the six responses to specific items participants identified as
“causing them stress” into the exploratory factor analysis. The six items added were
financial stress (labeled CF25a), child care stress (CF25b), student loan stress (labeled
25c), living situation stress (labeled CF25d), personal relationship stress (labeled CF25e),
and job performance stress (labeled CF25f). These six items used a binary response
format and were recorded as Yes and No responses in the data set. These items were recoded as 1= Yes and 2= No.
The third EFA used principal axis factoring (PAF) extraction with Varimax
(orthogonal) rotation, specifying five factors to be extracted, was conducted on the 24
items in Section II of the survey including the additional CF25a-f stress items. Principal
axis factoring was selected for all subsequent EFA extraction methods as this approach
looked at common variance between the items. The Kaiser-Meyer-Olkin index of
sampling adequacy was .893, and Bartlett’s test of sphericity was statistically significant
(p < .000). A five-factor solution was specified and the cumulative variance was 49.7%
of total scores. The rotated factor matrix was used to determine the factor scores.
Criteria for inclusion of an item on a factor were a minimum of .40 and no cross-loading
greater than .15. Factor 1 was comprised of eight items with factor loadings of .42 to .74.
This factor was labeled Social Support as it reflected perceptions of support received
from coworkers on the unit of employment. Factor 2 was comprised of seven items with
factor loadings of .42 to .66. This factor was labeled Role Confidence as these items
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related to the professional role responsibilities a new nurse is learning. Factor 3 was
comprised of five items with factor loadings of .47 to .76. This factor was labeled Stress
as the items reflected personal stressors new nurses encountered in the first year of
practice. All items except CF25b (child care stress) and CF25f (job performance stress),
had moderate loadings on the stress factor. Factor 4 was comprised of four items with
factor loadings of .46 to .72. These items included the four negatively worded items that
related to organization/prioritization of patient care needs. This factor was labeled ability
to Organize/Prioritize care. Factor 5 was comprised of two items with factor loadings of
.87 to .88. This factor was labeled Professional Socialization as both items suggested the
importance of the preceptor in guiding and socializing the new nurse into their role on the
unit of employment during role transition. It was noticed the items that loaded onto all
five factors did not have as many cross-loadings as in previous extractions. Items CF2
(“I am comfortable knowing what to do for a dying patient”) and CF10 (“I have
opportunities to practice skills and procedures more than once”) failed to load on any
factor and were therefore eliminated.
The 30-item scale was then tested with the EFA sample (n = 23,489) using PAF
extraction and Promax (oblique) rotation and specified five factors to extract. This
analysis yielded five conceptually clear factors and resulted in the elimination of four of
the total items. These five factors explained 49.7% of the extracted common variance.
Using the pattern matrix, a minimum factor loading of .40 was used as a criterion for
each retained item and at least a difference of .15 between the primary loading and any
secondary loading for an item. Factor 1 (support) was comprised of seven items with
factor loadings of .53 to .85. Factor 2 (role confidence) was comprised eight items with
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factor loadings of .43 to .72. Factor 3 (stress) was comprised of five items with factor
loadings of .48 to .76. Item CF25b (child care stress) and CF25f (job performance stress)
were eliminated due to low loadings of .233 and .355. Factor 4 (organize/prioritize care)
was comprised of four items and had factor loadings of .44 to .78. Factor 5 (professional
socialization) was comprised of two items with factor loadings of .92 to .93. It was
decided to keep this factor with only two items as the preceptor role is vital to a new
nurse’s role transition (Casey et al., 2004). Item CF10 (“I have opportunities to practice
skills and procedures more than once”) and CF23 (“I feel my manager provides
encouragement and feedback about my work”) were eliminated as they both loaded low
on two factors. This five-factor EFA solution of 26 items provided the basis for a
hypothesized model that was used for the CFA-1 testing. Table 8 presents the final fivefactor item loadings used in the CFA testing. This final solution resulted in 26 items for
the confirmatory factor analysis.
A summary of the EFA models, methods for testing the items in Section II of the
survey, and results obtained are summarized in Table 9.
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Table 8
Exploratory Factor Analysis Five-Factor Loadings for Items in Section II
Pattern Matrix
CF9 I feel supported by the nurses on my unit.
CF18 There are positive role models for me to observe on my
unit.
CF7 I feel staff is available to me during new situations and
procedures.
CF20 I am supported by my family/friends.
CF4 I feel at ease asking for help from other RNs on the unit
CF22 I feel my work is exciting and challenging.
CF21 I am satisfied with my chosen nursing specialty.
CF23 I feel my manager provides encouragement and feedback
about my work.
CF14 I feel prepared to complete my job responsibilities.
CF15 I feel comfortable making suggestions for changes to the
nursing plan of care.
CF12 I am able to complete my patient care assignment on time.
CF1 I feel confident communicating with Physicians.
CF13 I feel the expectations of me in this job are realistic.
CF2 I am comfortable knowing what to do for a dying patient.
CF11 I feel comfortable communicating with patients and their
families.
CF3 I feel comfortable delegating tasks to the Nursing Assistant.
CF10 I have opportunities to practice skills and procedures more
than once.
CF24 I am experiencing stress in my personal life.
CF25a Financial Stress
CF25c Student Loan Stress
CF25e Personal relationship Stress
CF25d Living Situation Stress
CF25f Job Performance Stress
CF25b Child Care Stress
CF16 I am having difficulty organizing patient care needs
CF5 I am having difficulty prioritizing patient care needs
CF17 I feel I may harm a patient due to my lack of knowledge
and experience
CF8 I feel overwhelmed by my patient care responsibilities and
workload
CF6 I feel my preceptor provides encouragement and feedback
about my work.
CF19 My preceptor is helping me to develop confidence in my
practice
Extraction Method: Principal Axis Factoring.
Rotation Method: Promax with Kaiser Normalization.
Bolded entries represent items retained on each factor.

1
.848
.841

2
-.140
-.182

Factor
3

4

5

.736
.598
.584
.557
.530
.381

.167
.169
.169

-.106
-.144

.716
.690

.173
-.157
.171

.579
.565
.523
.499
.494

.334

.430
.358

.153

-.101

.755
.691
.594
.546
.479
.355
.233

-.112

.104

.784
.753
.527

.149

.435
.927
.917
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Table 9
Summary of Factor Analysis Models for Section II
Model

Methods

Results

Model I

Principal component analysis,
Varimax rotation, on 24 items

6-factor solution explained 60% of total variance
with item loadings ranging from .32 -.93

Model II

Principal axis factoring,
Promax rotation, on 24 items

6-factor solution explained 54% of total variance
with item loadings ranging from .46 -.94

Model
III

Principal axis factoring,
Varimax rotation, on 30 items

5-factor solution explained 49.7% of total
variance with item loadings ranging from .40 -.88

Model
IV

Principal axis factoring,
Promax rotation, on 30 items

5-factor solution explained 49.7% of total
variance with item loadings ranging from .43 -.93

A separate exploratory factor analysis using the nine items in section III of the
Casey-Fink Survey, was conducted with the EFA sample (n = 23,489). Principal
component analysis extraction and Varimax (orthogonal) rotation was the approach for
this analysis. Principal component analysis was used as this was exploratory in nature
and no previous factor analysis had been reported on this scale. All item responses were
reported using a 5-point Likert scale format. A two-factor solution was found with
eigenvalues exceeding 1, accounting for 53.14% of the variation in total scores. The
Kaiser-Meyer-Olkin measure of sampling adequacy was .87 and the Bartlett’s test of
sphericity was statistically significant (p < .000), which confirmed the appropriateness of
the factor analysis. Criteria for inclusion of an item on a factor were a minimum loading
of .40 and no cross-loading greater than .15 (Kline, 2011). The scree plot showed a clear
“elbow” bend at two factors, which further supported keeping these two factors. Factor 1
was comprised of six items (CF26d-i) with factor loadings of .57 to .73 and was labeled
Internal Benefits as these items reflected personal aspects of job satisfaction including
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benefits offered in the workplace or unit of employment. Factor 2 was comprised of
three items (CF26 a-c) with factor loadings of .69 to .77 and was labeled External
Benefits. These three items reflected perceptions of external benefits = the hiring
organization provided to graduate nurses. Factor loadings for the nine items in Section
III of the survey are presented in Table 10. These nine items were used for the
confirmatory factor analysis testing.

Table 10
Exploratory Factor Analysis Loadings for Items in Section III

Rotated Component Matrix
CF26h Encouragement and feedback

Component
1
2
.735
.135

CF26i Opportunity for choosing shifts worked

.705

CF26f Work responsibilities

.663

.260

CF26g Opportunities for career advancement

.660

.299

CF26e Weekends off per month

.593

.170

CF26d Hours worked

.570

.388

CF26c Benefits package

.182

.775

CF26a Salary

.139

.768

CF26b Vacation

.314

.698

Extraction Method: Principal Component Analysis.
Rotation Method: Varimax with Kaiser Normalization.
Bolded entries represent items that were retained on each factor.
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Confirmatory Factor Analysis
A confirmatory factor analysis (CFA) approach was used to evaluate the extent to
which the 26 items fit the specified five-factor structure model that resulted from the EFA
conducted on Section II of the survey. It was hypothesized these 26 items belonged to
the five-factor model and CFA helped determine if there was a good-fit with the specified
factors (see Figure 1). Fit refers to how close the observed data match the relationships
specified in the hypothesized model (Brown, 2015). Data used for the CFA-1 testing
were a separate, random sample of graduate nurse responses at the six-month time period
(n= 24,378). The measurement model was created in AMOS to reflect the relationships
between the variables and the factors. The two directional arrows shown in this model
indicated there might be a correlation between the five factors (see Figure 2).
Assessment of model fit was evaluated using multiple fit indices since each index
provided information on different aspects of model fit (Polit & Yang, 2016). The fit
statistics used as a threshold for acceptance were GFI, NFI, CFI, and RMSEA.
Acceptable model fit was defined by the following criteria: GFI (>0.90), NFI (> 0.95),
RMSEA (< 0.06), and CFI (> 0.95; Hu & Bentler, 1999; Tabachnick & Fidell, 2013).

53

Figure 1. Confirmatory factor analysis-1 five-factor model for 26 items in section II.
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Figure 2. Confirmatory factor analysis-1 model for items in section III.

The model was drawn in AMOS and the parameters and analysis properties were
set. Maximum likelihood estimation was not possible due to the number of missing
responses on the professional socialization items. The estimate means and intercepts
were selected in the analysis properties to account for the missing data. The model fit
output for the baseline CFA-1 (Model A) indicated a poor fit to the data (see Table 11).
The regression weights were reviewed for any problematic items. Items with the weakest
coefficients were removed to improve model fit. Weak standardized factor loading
coefficients were identified on CF2 (.762), CF26d (.620), and CF20 (.710). Based on
these values, these three items were removed. The CF24 (stress question) showed a
negative loading of -2.773 and was kept in the model as it was hypothesized stress was an
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important contributor to the content of the scale. The revised model was re-run as Model
B. The model fit output for Model B is shown in Table 11. Based on these results and
the persistent low and negative loadings of the items on the stress factor, CF24 and
CF25a-f were removed to improve model fit. This four-factor model was then labeled
Model C. The model fit output for Model C is shown in Table 11. The model fit did not
improve. The regression weights were reviewed and it was decided to remove the
socialization factor (CF 6 and CF19) as the missing values impeded the ability of AMOS
to run modification indices. This three-factor model was labeled Model D. The model fit
output for Model D is shown in Table 11. The modification indices could then be
reviewed to identify pairs of items that had high covariance. Items e6 to e1 and items e7
to e6 demonstrated large modification indices and were co-varied to improve model fit.
Normally, one would not want error terms to have high covariance. The placement of
two items (CF21 and CF22) related to professional satisfaction and might not match the
wording of item CF9, which related to support provided by nurses. This model was
labeled Model E. The model fit output for Model E is shown in Table 11. Table 11
provides a summary of the model fit output and action taken in CFA-1.

56
Table 11
Confirmatory Factor Analysis-1 Model Output and Actions Taken
Model

RMSEA

CFI

NFI

Action Taken

A

.068

.864

.863

Baseline

B

.073

.869

.868

CF2, 25d, and CF20 removed

C

.085

.870

.869

Stress factor (CF24, 25a-e)
removed

D

.095

.837

.836

Socialization factor (CF9, 16)
removed

E

.072

.908

.970

Co-vary e6 to e1 and e6 to e7

Note. RMSEA = Root mean square error of approximation, CFI = Comparative fit index,
NFI = Normed fit index.

These CFA-1 results suggested a poor fit of the data despite the removal of weak
items and the addition of co-variances between error terms on the same factor where
large modification indices was observed. Removal of the stress and socialization factors
due to negative correlations and modification estimation could not be completed due to
missing data. It was determined there were too many problems with the initial EFA fivesolution model structure, which resulted in too many modifications to achieve good
model fit.
A CFA-1 was also conducted on the nine items in section III (Job Satisfaction) of
the Casey-Fink Survey to test the extent to which the data fit the specified two-factor
structure model that resulted from the EFA conducted on Section III of the survey. The
model was drawn in AMOS (see aforementioned Figure 2) and the run parameters and
analysis properties were set. Maximum likelihood estimation was possibly due to no
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missing responses in the data. Model fit output using the CFA-1 sample (n = 24,378)
was CFI = .925, NFI = .925, and RMSEA = .084, which suggested an adequate model fit.
It was concluded the two factors (External Benefits and Internal Benefits) of nine items
had desirable CFA results, suggesting good fit with the data. Figure 2 presented the
CFA-1 model for items in Section III.
After reviewing role transition theory and results of the CFA-1 analysis for
Sections II and III of the Casey-Fink Survey, this researcher decided to combine the 24
items in Section II that related to transition into the professional nurse role and the nine
items in Section III, which related to job satisfaction, and conducted another exploratory
factor analysis on the combined 33 items of the survey. It was hypothesized role
transition constructs derived from theory might have been included in both Sections II
and III in the survey. The six questions (CF25a-f) that asked about the causes of stress
graduate nurses reported were not included in this final EFA analysis. The binary
responses to these six questions were problematic in testing the CFA-1 model and are
discussed as a measurement issue for this survey. A parallel analysis was re-run as the
number of items included in the analysis was changed.
The final EFA—using PAF extraction, Promax rotation, and specifying five
factors to be extracted—was conducted on the combined 33 items in both Sections II and
III of the survey. The analysis used the EFA sample (n = 23,489) graduate nurse
responses at the six-month time period. Stress items 25a-f were not included as the
binary response format was found to be problematic. This final solution resulted in the
Kaiser-Meyer-Olkin index of sampling adequacy of .915, which was considered
“marvelous” by Kaiser (1974), and the Bartlett’s test of sphericity was statistically
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significant (p < .000; see Table 12). The communality scores ranged from .140 to .783
(see Table 13).

Table 12
Results of Kaiser-Meyer-Olkin Index of Sampling Adequacy and Bartlett's Test of
Sphericity
Final Solution
Kaiser-Meyer-Olkin Measure of Sampling Adequacy.
Bartlett's Test of Sphericity

Approx. Chi-Square

.915
294987.631

df

528

Sig.

.000
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Table 13
Communality Scores
Communalities
CF1 I feel confident communicating with Physicians.
CF2 I am comfortable knowing what to do for a dying patient.
CF3 I feel comfortable delegating tasks to the Nursing Assistant.
CF4 I feel at ease asking for help from other RNs on the unit
CF6 I feel my preceptor provides encouragement and feedback about my work.
CF7 I feel staff is available to me during new situations and procedures.
CF9 I feel supported by the nurses on my unit.
CF10 I have opportunities to practice skills and procedures more than once.
CF11 I feel comfortable communicating with patients and their families.
CF12 I am able to complete my patient care assignment on time.
CF13 I feel the expectations of me in this job are realistic.
CF14 I feel prepared to complete my job responsibilities.
CF15 I feel comfortable making suggestions for changes to the nursing plan of care.
CF18 There are positive role models for me to observe on my unit.
CF19 My preceptor is helping me to develop confidence in my practice
CF20 I am supported by my family/friends.
CF21 I am satisfied with my chosen nursing specialty.
CF22 I feel my work is exciting and challenging.
CF23 I feel my manager provides encouragement and feedback about my work.
CF24 I am experiencing stress in my personal life.
CF5 I am having difficulty prioritizing patient care needs.
CF8 I feel overwhelmed by my patient care responsibilities and workload.
CF16 I am having difficulty organizing patient care needs.
CF17 I feel I may harm a patient due to lack of knowledge and experience.
CF26a Salary
CF26b Vacation
CF26c Benefits package
CF26d Hours worked
CF26e Weekends off per month
CF26f Work responsibilities
CF26g Opportunities for career advancement
CF26h Encouragement and feedback
CF26i Opportunity for choosing shifts worked
Extraction Method: Principal Axis Factoring.

Initial score
.307
.140
.276
.417
.782
.465
.553
.369
.394
.452
.549
.550
.333
.487
.783
.351
.569
.559
.421
.086
.339
.405
.388
.300
.270
.363
.311
.349
.254
.515
.419
.549
.308

The final EFA analysis resulted in five factors that explained 49.49% of the
extracted common variance. Figure 3 shows the scree plot of eigenvalues used to
determine the number of significant factors.

60

Figure 3. Scree plot for final exploratory factor analysis.

The pattern matrix was examined and a minimum factor loading of .40 was used
as a criterion for each retained item and at least a difference of .15 between the primary
loading and any secondary loading for an item. Factor 1 was comprised of nine items
(CF26a-i) with factor loadings of .52 to .68. Factor 2 was comprised of five items (CF4,
CF7, CF9, CF18, and CF20) with factor loadings of .60 to .84. Factor 3 was comprised
of eight items (CF1, CF2, CF3, CF11, CF12, CF13, CF14, and CF15) with factor
loadings of .60 to .84. Factor 4 was comprised of four items (CF5, CF8, CF16, and
CF17) with factor loadings of .46 to .75. Factor 5 was comprised of two items (CF6 and
CF19) with factor loadings of .94 to .95. This factor with only two items was retained in
the model as the preceptor role is vital to a new nurse’s role transition (Casey et al.,
2004). Items CF10 (“I have opportunities to practice skills and procedures more than
once”), CF21 (“I am satisfied with my chosen nursing specialty”), CF22 (“I feel my work
is exciting and challenging”), CF23 (“I feel my manager provides encouragement and
feedback about my work”), and CF24 (“I am experiencing stress in my personal life”)
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were eliminated as they all loaded less than .40 and had loadings on multiple factors.
This five-factor EFA solution with 28 items provided the basis for a second CFA model
testing (see Table 14 for the final five-factor solution).
A second confirmatory factor analysis was conducted on the 28 items from
Sections II and III of the survey to test the fit to the data (see Figure 4 for the model used
for CFA-1 analysis).
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Table 14
Pattern Matrix for the Final Five-Factor Solution
Items
CF26b Vacation

1
2
.684

CF26d Hours worked

.641

CF26g Opportunities for career advancement

.639

CF26c Benefits package

.604

CF26f Work responsibilities

.602

CF26a Salary

.595

CF26e Weekends off per month

.559

CF26i Opportunity for choosing shifts worked

.541

CF26h Encouragement and feedback

.518

CF23 I feel my manager provides encouragement and feedback about my work.

.311 .207
.845

CF18 There are positive role models for me to observe on my unit.

.814

CF7 I feel staff is available to me during new situations and procedures.

.699

CF4 I feel at ease asking for help from other RNs on the unit

.668
.599

CF22 I feel my work is exciting and challenging.

.215 .356 .209

CF21 I am satisfied with my chosen nursing specialty.

.257 .305 .211

CF14 I feel prepared to complete my job responsibilities.

.772

CF15 I feel comfortable making suggestions for changes to the nursing plan of care.

.706

CF12 I am able to complete my patient care assignment on time.
CF13 I feel the expectations of me in this job are realistic.

.643
.238

CF1 I feel confident communicating with Physicians.

.591
.587

CF11 I feel comfortable communicating with patients and their families.

.224 .535

CF2 I am comfortable knowing what to do for a dying patient.

.493

CF3 I feel comfortable delegating tasks to the Nursing Assistant.

.452

CF10 I have opportunities to practice skills and procedures more than once.

.306 .392

CF16 I am having difficulty organizing patient care needs.

.749

CF5 I am having difficulty prioritizing patient care needs.

.712

CF17 I feel I may harm a patient due to my lack of knowledge and experience.
CF8 I feel overwhelmed by my patient care responsibilities and workload.
CF24 I am experiencing stress in my personal life.

5

.215

CF9 I feel supported by the nurses on my unit.

CF20 I am supported by my family/friends.

Factor
3
4

.519
.226

.457
-.210

CF6 I feel my preceptor provides encouragement and feedback about my work.

.947

CF19 My preceptor is helping me to develop confidence in my practice

.936

Extraction Method: Principal Axis Factoring.
Rotation Method: Promax with Kaiser Normalization.a
Bolded entries represent items that were retained on each factor.
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Figure 4. Model used for confirmatory factor analysis-1 analysis.

Data used for the second CFA-1 testing were the random sample of graduate
nurse responses at the six-month time period (n= 24, 378). The fit statistics used as
threshold for acceptance were GFI, NFI, CFI, and RMSEA. Acceptable model fit was
defined by the following criteria: GFI (>0.90), NFI (> 0.95), RMSEA (< 0.06), and CFI
(> 0.95; Hu & Bentler, 1999; Tabachnick & Fidell, 2013). In the first analysis of the
model, the Professional Socialization factor (Items CF6 and CF19) was not included as
the missing values were problematic for obtaining modification indices. The initial
analysis results were chi-square = 30949.544; degrees of freedom = 293; Probability level
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= .000. CFI=.858, GFI= .89, RMSEA = .066, NFI= .856. The values for GFI, NFI, and
CFI should be above .90 and did not indicate goodness of fit. The standard residual
covariance was used to identify pairs of items to co-vary. Items e24 to e28, e21 to e22,
and e20 to e21 on the Job Satisfaction factor had high values and were co-varied in the
model to provide a better fit. This was labeled Model B. The model fit did improve but
did not demonstrate good fit. The standard residual co-variances were examined for
items >1.0. Items 26d and 26h on the Job Satisfaction factor were removed. The model
was labeled Model C. The fit indices remained the same. It was then decided to remove
CF2 (from the support factor) as it had a low loading of .760 on the maximum likelihood
estimates. This was labeled Model D and re-run. Then the Professional Socialization
factor (two items) was added. This second CFA-1 revealed that overall the indices
indicated a good fit to the data, suggesting the five-factor structure, which included a
combination of items in Sections II and III, was acceptable. Four items—CF2 (“I am
comfortable knowing what to do for a dying patient”), CF26b (“Satisfaction with
vacation”), CF26d (“Satisfaction with hours worked”), and CF26h (“Satisfaction with
amount of encouragement and feedback”)—were removed, which resulted in a final fivefactor structure of 24 items. This CFA-1 confirmed the five-factor structure with 24
items with modifications made was based on theoretical expertise along with using
empirical guidelines (see Table 15 for CFA-1 results).
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Table 15
Confirmatory Factor Analysis-1 Results Using 24 items and Six-Month Sample
Model
A

GFI
.890

RMSEA
.066

CFI
.858

NFI
.856

Action Taken
Co-vary e24 to e28, e21 to
e22, e20 to e21

B

.910

.063

.876

.875

Removed item CF26d

C

.910

.063

.873

.875

Removed items CF26b,
CF26h

D

.915

.065

.882

.881

Removed CF2

E
.060
.902
.901
Added Socialization items
Note. n = 24,378. GFI = Goodness of fit index, RMSEA = Root mean square error of
approximation, CFI = Comparative fit index, NFI = Normed fit index.

A second CFA-2 was conducted to cross-validate the same five-factor structure of
24 items confirmed in the CFA-1 analysis. This confirmatory analysis was conducted on
the CFA-2 randomly selected sample of 24,052 graduate nurse responses at the six-month
time period. The CFA-2 hypothesized model was drawn in AMOS (see Figure 5 for
CFA-2 five-factor structure).
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Figure 5. Confirmatory factor analysis-2 final five-factor structure.

The CFA-2 model fit results were as follows: CFI= .897, NFI= .874, and RMSEA
= .066. The final five-factor structure with 24 items was confirmed an adequate fit using
the CFA-2 data.
Reliability
Reliability estimates for the 24 items in the final five-factor solution were
assessed in SPSS. Cronbach alphas for the five subscales—(a) Job Satisfaction, (b)
Support, (c) Role Confidence, (d) Ability to Organize/Prioritize Care, and (e)
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Professional Socialization—were conducted on the EFA sample (n =23,489), the CFA-1
sample (n = 24,378), the CFA-2 sample (n = 24.052), and the total sample (N =71,919).
Subscale results ranged from .73 to .94, indicating adequate reliability; further analysis
showed removing any of the items from the scale did not cause an increase in the alpha
value. Results are presented in Table 16 for the identified five factors in the final
solution. The total scale reliability estimate using Cronbach’s alpha was .86.

Table 16
Reliability Estimates for the Final Five Subscales
Sample

Factor 1-Job
Satisfaction

Factor 2 - Support

Factor 3- Role
Confidence

Factor 4- Ability to
Organize/Prioritize

Factor 5 –
Socialization

EFA

.72 (M = 22.0)

.83 (M = 17.33)

.82 (M = 21.98)

.73 (M = 11.9)

.94 (M = 6.84)

CFA-1

.73 (M = 22.0)

.83 (M = 17.33)

.82 (M = 22.0)

.72 (M = 11.9)

.93 (M = 6.83)

CFA-2

.73 (M = 22.0)

.83 (M = 17.35)

.82 (M = 21.96)

.73 (M = 11.9)

.94 (M = 6.83)

Total 6Month

.73 (M = 22.0)

.83 (M = 17.34)

.82 (M = 21.98)

.73 (M = 11.9)

.94 (M = 6.84)

Summary
This chapter presented the results of an exploratory factor and confirmatory factor
analyses conducted using a large sample collected at the six-month time period from
graduate nurses who participated in the Vizient/AACN (Vizient, 2018) 12-month Nurse
Residency Program from 2008 to 2018. Characteristics of the sample were presented.
The EFA analysis revealed a five-factor solution that was finalized by combining the
items in Sections II and II of the survey as those items were based on role transition
theory. This five-factor solution explained 49.5% of the total variance in item responses.
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The factors were labeled Support, Job Satisfaction, Role Confidence, Organize/Prioritize
Care, And Professional Socialization. The five-factor structure was validated by
confirmatory analysis and showed an adequate fit of the data to the hypothesized factor
structure. Internal consistency was conducted on all responses from each sample.
Cronbach alpha for each of the five factor subscales was adequate and ranged from .73 to
.94.
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CHAPTER V
DISCUSSION AND CONCLUSION
Chapter V presents a discussion of the findings from this study on a factor
analysis conducted on the Casey-Fink Survey. A summary of measurement issues
encountered during the data analysis, the strengths and limitations of the study,
recommendations for future research, and how the study informed revisions to the survey
are also reviewed.
Discussion
The purpose of this study was to evaluate the psychometric properties of the
Casey-Fink Survey in newly graduated nurses who participated in the Vizient/AACN
(Vizient, 2018) 12-month Nurse Residency Program. A secondary data analysis using
exploratory factor analysis with a principal axis factoring approach provided strong
evidence for a five-factor model, which was confirmed and cross-validated using
confirmatory factor analysis methods. This study lays the groundwork to inform future
Casey-Fink Survey revisions and refinements and provided additional evidence for the
construct validity of the survey.
Previous factor analysis work (Hallaran, 2017; Lynn, 2004; Marshburn, 2007) on
the Casey-Fink Survey have shown different factor solutions could be obtained. This
study aligned with previous work; however, a different portrait of the factor structure and
items retained was drawn. Differences in this factor structure compared to the structure
developed by Lynn (2004) might be due to a difference in time period for the assessment
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and number of graduate nurses evaluated. This study and the Lynn report used data
gathered from graduate nurses who participated in the one-year Vizient/AACN (Vizient,
2018) Nurse Residency Program. Differences in this study’s results might reflect the
larger sample size, larger number and geographic location of participating healthcare
organizations, and a possible difference in the demographics and unit of employment that
comprised the sample participants.
Differences in this study’s factor structure compared to the Hallaran (2017) study
might be due to differences in educational preparation for professional nursing practice,
demographic characteristics, use of data at the six-month time period, and type of
residency programs offered in Canada.
Major Findings
First, this study confirmed the five-factor solution that emerged from the factor
analysis matched the dimensions of the theoretical constructs of role transition. Theory
plays a vital role in the development of measurement scales (DeVellis, 2017). Meleis
(2010), Kramer (1974), Benner (1984) and Duchscher (2008) all developed theories to
understand the process of role transition and the items for the five constructs provided
voice for graduate nurses to describe their perceptions of the experience during a role
transformation period of time. Benner’s novice to expert model clearly supported the
importance of a preceptor or mentor to guide the graduate nurse during this advanced
beginner stage of entry into practice and skill acquisition. The combination of the 24
items in Section II and nine items from Section III proved to be reflective of the
constructs underlying role transition.
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Next, only two items on the survey asked about the preceptor’s role in
encouraging and supporting socialization of the newly graduated nurse into the work unit.
These two items loaded strongly on a single factor following factor rotation, which
demonstrated they were highly correlated. DeVellis (2017) suggested factors that are
represented by two or three items might be underdetermined and might not capture the
construct of interest. Empirically, many theories supported the role of a preceptor,
especially in the first few months of clinical practice, as a key aspect of successful role
transition (Benner, 1984; Duchscher, 2008; Kramer, 1974). Reliability of this subscale
was high at .94, reflecting better internal consistency. The two items on this subscale
were very important contributors to the content of the scale and were relevant to the
construct of role transition, which justified why they were not dropped from the survey.
Also problematic was the high number of missing values on these two items at the sixmonth time period, which was possibly due to respondents not actively working with a
preceptor at the time of the survey data collection period. Additional items are needed to
better understand this dimension of role transition.
Furthermore, in the past 20 years, the practice environment has become more
complex. Measurement of concepts relevant to today’s clinical practice environment
needs to be included in this survey to ensure its usefulness for healthcare organizations.
Content validity is an important aspect of an instrument’s item development. Questions
related to the use of evidence-based practice decisions need to be included. The
knowledge and skills needed for current professional nursing practice has changed
significantly since the first version of the Casey-Fink Survey due to a focus on quality
outcomes and healthcare cost containment. The Institute of Medicine (2011)
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recommended 90% of clinical practice be evidence based. The demand for quality care
and patient safety in the current complex healthcare environment requires that nurses use
the best possible evidence in their practice to ensure the most beneficial outcomes
(Llasus, Angosta, & Clark, 2014). In addition, graduate nurses often work on evidencebased practice projects during their first year of practice.
Five items eliminated during the EFA analysis provided evidence to support
survey revisions. Four of the five items loaded on two or more factors and the loading
values were less than .4. These questions related to encouragement and feedback
provided by the manager, opportunities to practice skills and procedures more than once,
and feelings of satisfaction and excitement with work in the chosen nursing specialty.
The stress items were problematic in this analysis for a variety of reasons. Newly
graduated nurses encounter multiple work-related stressors that can have serious
consequences such as turnover and dissatisfaction with the profession. Understanding
what causes stress for graduate nurses is essential to retaining and nurturing this vital
workforce entering the nursing profession. Having a single question (CF24) related to
concerns about experiences with stress was not sufficient to support the construct of
stress in the workplace. This item (CF24) loaded low (-0.210) on Factor 4
(Organize/Prioritize care). This low factor loading in the EFA analysis and the negative
correlation did not support keeping this item so it was eliminated. In the follow-up
question (CF25), asking respondents to provide a Yes/No (binary choice) response
related to the causes of personal stressors. A major shortcoming of binary responses is
each item can have only minimal variability (DeVellis, 2017). The fact that the stress
items did not load onto any factors in the EFA analysis might have resulted from being a
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single question about personal stressors and binary options for the responses in question
CF25 led to their removal from the analysis. It has been noted that structured transition
to practice programs could improve quality and safety practices, increase job satisfaction,
reduce stress, decrease turnover, and also lead to improved patient outcomes (Kramer et
al., 2012). Additional items are needed to better measure this aspect of role transition.
During the EFA analysis, four negatively worded items (CF5, CF8, CF16, and
CF17) all loaded on the same factor, Organize/Prioritize care. The factor loadings ranged
from 0.457 to 0.749. Reversals in item polarity might have been confusing to
respondents as they might have failed to notice the difference between expressing their
strength of agreement with a statement versus expressing the strength of the attribute
being measured (DeVellis, 2017). Future item revisions for this construct need to
consider any sources of ambiguity in the wording of the items.
Lastly, of the four items deleted from the final CFA model structure, comfort with
caring for a dying patient and amount of feedback and encouragement from the unit
manager were single questions on aspects of transition that needed further exploration.
The other two items removed were vacation and hours worked, which were related to
elements of job satisfaction. Further qualitative studies could provide clarity and
understanding of what influenced graduate nurse job satisfaction. These items did not
have high factor loadings yet were consistently difficult for graduate nurses during their
first year of practice so the items might need additional development and revision.
Strengths and Limitations
Strengths of this study included the very large sample size for conducting
psychometric testing (N = 71,919). In addition, the graduate nurses included in the
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sample closely reflected the diversity in ethnicity and educational backgrounds in today’s
nursing workforce. In selecting participants for this study, thought was given to whether
the research findings could be applied to graduate nurse populations beyond those of the
sample that was studied. To increase generalizability of the findings, participants
employed in a variety of geographic locations, in different organizational sizes, and
participating in various types of nurse residency programs are needed. These research
findings were limited to participants from a single nurse residency program curriculum.
Furthermore, there might have been differences in BSN versus associate degree nurse
responses to the survey.
Convenience samples can suffer from both sampling bias and coverage error.
Sampling bias might occur when there are difficulties in getting all the graduate nurses to
participate in the study. Coverage error can occur when a portion of the target population
is not covered by the sampling frame or the sample does not fit the characteristics of the
target population. Therefore, securing new populations of graduate nurses from a variety
of practice settings and geographic areas is needed to increase the generalizability of
study findings and to obtain perceptions from non-proprietary nurse residency programs
and from graduate nurses working in a variety of clinical practice environments.
Another limitation of this study involved the use of a self-report instrument,
which could have led to bias. A potential threat to internal validity includes selection
bias as the sample in this study only included newly graduated nurses who participated in
the Vizient/AACN (Vizient, 2018) 12-month Nurse Residency Program. Moreover,
failure of participants to respond to all the questions on the survey instrument, especially
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with long questionnaires, could also threaten the validity of the instrument (Gray et al.,
2017).
Recommendations for Research
As with all survey instruments, the Casey-Fink Survey needs to be refined and
updated to include new knowledge and competencies required for graduate nurses to
practice safely. Items that address perceptions of current practice environment issues,
confidence implementing evidence in practice, identifying workplace stressors that
impact turnover, and other potential aspects of the transition experience that might not be
represented in the current survey items need to be developed. More research is needed on
what factors affect graduate nurses’ job satisfaction as they might differ from those of
experienced nurses. Additional research is needed on scale development items. This
would require direct input about item creation from potential respondents. DeVellis
(2017) suggested qualitative research methods to study facts, observations, and
experiences could be used as empirical indicators when developing an instrument
(Knapp, 1998). Focus groups of current graduate nurses might be useful for identifying
empirical indicators of role transition. The use of cognitive interviewing techniques to
better understand new items and gather input and perceptions about the role transition
experience from current graduate nurses during their residency program are other
appropriate and useful strategies in new item development. Additional validation studies
are needed using different samples of graduate nurses working in internally developed
nurse residency programs in multiple hospital sites. Selection of a different time period
during the first year of practice might provide different or similar results. Because the
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factor structure was easily influenced by sampled data, repetitive revalidation studies are
needed to overcome sampling bias and to confirm the latent variable structure.
This study revealed this survey did not adequately measure perceived levels of
job-related stress and stressors in the clinical environment. To address this problem,
future research needs to identify graduate nurse perceived stress and stressors in the
clinical practice environment so they can be accurately measured. Newly graduated
nurses could be targets of incivility because of their lack of confidence and experience.
Understanding the population for whom the scale is intended is critical for developing
good items (Polit & Beck, 2012). Themes identified from a qualitative study assessing
the use of mentors to guide professional growth beyond the preceptor relationship and to
identify perceived stress and stressors in the workplace could be utilized to develop
additional items on what is stressful for graduate nurses during their role transition.
These items would need to be pilot tested to provide a larger number of questions to be
included in future survey revisions.
Future research that includes examining the factor structure of the Casey-Fink
Survey at the baseline and 12-month data collection time periods is needed. Testing the
differences between graduate nurse demographic characteristics and the five constructs
identified in this study at all three data collection time periods using the database of
responses provided by Vizient/AACN (Vizient, 2018) would be another area of study.
Conclusion
This study described the steps in testing the factor structure of Casey-Fink Survey
using a large sample of graduate nurses. In this study, graduate nurse role transition
constructs were inferred and validated by conducting exploratory and confirmatory factor
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analysis on data collected from items in Sections II and III of the Casey-Fink Survey.
This study added new information to the literature about psychometric testing of the
Casey-Fink Survey instrument. The Casey-Fink Survey has remained in use throughout
the Vizient/AACN (Vizient, 2018) program’s history and continues to be valuable in the
evaluation and design of nurse residency programs. Revisions to the survey must reflect
current clinical practice environments. A good-fitting model for the Casey-Fink Survey
could still be improved upon and tested to link role transition and retention outcomes.
Examination of the phenomenon of graduate nurse transition into practice is a significant
area of study in nursing because it affects nurse retention. It is essential that measures of
graduate nurse role transition are both current and psychometrically sound. Additional
validation studies are needed that (a) use a variety of populations of graduate nurses who
work in diverse healthcare organization settings and (b) measure graduate nurse role
transition with the Casey-Fink Survey in an assortment of transition programs. Accurate
data are needed to design and evaluate graduate nurse transition into practice and because
the Casey-Fink Survey has been used to collect this data, it was vital to determine the
psychometric properties of the tool. A validation study on the reliability and structural
validity of the concepts measured by the Casey-Fink Survey was a significant
contribution to the body of nursing’s knowledge on measurement instruments specific to
graduate nurse role transition. In addition, this study was needed to inform revisions to
the Casey-Fink Survey.
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Casey-Fink Graduate Nurse Experience Survey (revised)
© 2006 University of Colorado Hospital. All rights reserved.

I.

List the top three skills/procedures you are uncomfortable performing
independently at this time? (please select from the drop down list)
the end of this document.

1.
2.
3.
4. ________I am independent in all skills

list is at

94
II.

Please answer each of the following questions by placing a mark inside the
circles:
STRONGLY
DISAGREE

DISAGREE

AGREE

STRONGLY
AGREE

1.

I

with









2.

I am comfortable knowing what to do for a
dying patient.









3.

I feel comfortable delegating tasks to the
Nursing Assistant.









4.

I feel at ease asking for help from other RNs
on the unit.









5.

I am having difficulty prioritizing patient
care needs.









6.

I feel my preceptor provides encouragement
and feedback about my work.









7.

I feel staff is available to me during new
situations and procedures.









8.

I feel overwhelmed by my patient care
responsibilities and workload.









9.

I feel supported by the nurses on my unit.









feel confident
physicians.

communicating

10. I

have opportunities to practice skills and
procedures more than once.









11. I

feel comfortable communicating with
patients and their families.
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STRONGLY
DISAGREE

DISAGREE

AGREE

STRONGLY
AGREE

















































18. There









19. My









20. I am supported by my family/friends.









21. I









22. I feel my work is exciting and challenging.









23. I feel my manager provides encouragement and

















12. I

am able to complete my patient care
assignment on time.

13. I

feel the expectations of me in this job are
realistic.

14. I
15. I

feel prepared to
responsibilities.

complete

my

job

feel comfortable making suggestions for
changes to the nursing plan of care.

16. I am having difficulty organizing patient care
needs.

17. I feel I may harm a patient due to my lack of
knowledge and experience.
are positive role models for me to
observe on my unit.
preceptor is helping me to develop
confidence in my practice.

am satisfied with my chosen nursing
specialty.

feedback about my work.

24. I am experiencing stress in my personal life.

25. If you chose agree or strongly agree, to #24, please indicate what is causing your stress.
a.
b.
c.
d.
e.
f.
g.

NCLEX
Finances
Child care
Living situation
Personal relationships
Job performance
Graduate school

(You may circle more than once choice.)
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Vacation











Benefits package











Hours that you work











Weekends off per month











Your amount of
responsibility











Opportunities for career
advancement











Amount of encouragement
and feedback











Opportunity to work straight
days











MODERATELY
DISSATISFIED

NEITHER SATISFIED
NOR DISSATISFIED

Salary

VERY DISSATISFIED

VERY SATISFIED

How satisfied are you with the following aspects of your job:

MODERATELY SATISFIED

III.

=
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IV.

Transition (please circle any or all that apply)

1. What difficulties, if any, are you currently experiencing with the transition from
the "student" role to the "RN" role?
a. role expectations (e.g. autonomy, more responsibility, being a preceptor or in
charge)
b. lack of confidence (e.g. MD/PT communication skills, delegation, knowledge
deficit, critical thinking)
c. workload (e.g. organizing, prioritizing, feeling overwhelmed, ratios, patient
acuity)
d. fears (e.g. patient safety)
e. orientation issues (e.g. unit familiarization, learning technology, relationship
with multiple preceptors, information overload)

2. What could be done to help you feel more supported or integrated into the unit?
a.
b.
c.
d.

improved orientation (e.g. preceptor support and consistency, orientation
extension, unit specific skills practice)
increased support (e.g. manager, RN, and educator feedback and support,
mentorship)
unit socialization (e.g. being introduced to staff and MDs, opportunities for
staff socialization)
improved work environment (e.g. gradual ratio changes, more assistance
from unlicensed personnel, involvement in schedule and committee work)

3. What aspects of your work environment are most satisfying?
a.
b.
c.
d.
e.

peer support (e.g. belonging, team approach, helpful and friendly staff)
patients and families (e.g. making a difference, positive feedback, patient
satisfaction, patient interaction)
ongoing learning (e.g. preceptors, unit role models, mentorship)
professional nursing role (e.g. challenge, benefits, fast pace, critical
thinking, empowerment)
positive work environment (e.g. good ratios, available resources, great
facility, up-to-date technology)
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4. What aspects of your work environment are least satisfying?
a.

nursing work environment (e.g. unrealistic ratios, tough schedule, futility of
care)
system (e.g. outdated facilities and equipment, small workspace, charting,
paperwork)
interpersonal relationships (e.g. gossip, lack of recognition, lack of
teamwork, politics)
orientation (inconsistent preceptors, lack of feedback)

b.
c.
d.

5. Please share any comments or concerns you have about your residency program:

________________________________________________________________________

Demographics: Circle the response that represents the most accurate description of
your individual professional profile.

1. Age: _______ years
2. Gender:
a.
b.

Female
Male

3. Ethnicity:
a.
b.
c.
d.
e.
f.

Caucasian (white)
Black
Hispanic
Asian
Other
I do not wish to include this information
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4. Area of specialty:
a.
b.
c.
d.
e.
f.
g.
h.
i.
j.
k.
l.
m.

Adult Medical/Surgical
Adult Critical Care
OB/Post-Partum
NICU
Pediatrics
Emergency Department
Oncology
Transplant
Rehabilitation
OR/PACU
Psychiatry
Ambulatory Clinic
Other:

5. School of Nursing Attended (name, city, state located):
6. Date of Graduation:
7. Degree Received: AD: _______ Diploma: ________ BSN: ________ ND: _______
8. Other Non-Nursing Degree (if applicable):
9. Date of Hire (as a Graduate Nurse):
10. What previous health care work experience have you had:
a.
b.
c.
d.
e.
f.
g.

Volunteer
Nursing Assistant
Medical Assistant
Unit Secretary
EMT
Student Externship
Other (please specify):

11. Have you functioned as a charge nurse?
a.
b.

Yes
No

12. Have you functioned as a preceptor?
a.
b.

Yes
No

100
13. What is your scheduled work pattern?
a.
b.
c.
d.
e.
f.

Straight days
Straight evenings
Straight nights
Rotating days/evenings
Rotating days/nights
Other (please specify):

14. How long was your unit orientation?
a.
b.
c.
d.
e.
f.

Still ongoing
≤ 8 weeks
9 – 12 weeks
13 – 16 weeks
17 - 23 weeks
≥ 24 weeks

15. How many primary preceptors have you had during your orientation?
_________ Number of preceptors
16. Today’s date:
Drop down list of skills
Arterial/venous lines/swan ganz (wedging, management, calibration, CVP, cardiac output)
Assessment skills
Bladder catheter insertion/irrigation
Blood draw/venipuncture
Blood product administration/transfusion
Central line care (dressing change, blood draws, discontinuing)
Charting/documentation
Chest tube care (placement, pleurovac)
Code/Emergency Response
Death/Dying/End-of-Life Care
Dobhoff/NG care/suctioning/placement
ECG/EKG/Telemetry monitoring and interpretation
Intravenous (IV) medication administration/pumps/PCAs
Intravenous (IV) starts
Medication administration
MD communication
Patient/family communication and teaching
Prioritization/Time Management
Trach care
Vent care/management/assisting with intubation/extubation
Wound care/dressing change/wound vac
Unit specific skills _______________________________________

